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PRECAUTIONS—As with other antibiotics, DECLOMYCIN 
occasionally give rise to glossitis, stomatitis, proctitis, nav! 
diarrhea, vaginitis or dermatitis. A photodynamic reaction 
sunlight has been observed in a few patients on DECLOMY® 
Although reversible by discontinuing therapy, patients shou 
avoid exposure to intense sunlight. If adverse reaction or idi 
syncrasy occurs, discontinue medication. 

Overgrowth of nonsusceptible organisms is a possibility Wi 
DECLOMYCIN, as with other antibiotics, and demands that 
patient be kept under constant observation. 
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Chemotherapy in Juvenile Cancers 


Haroitp W. Darceon, M.D., JosEpH H. BuRCHENAL, M.D. 
M. Lois Murpny, M.D. 4Nv CuartottTe Tan, M.D. 


The number of chemotherapeutic agents of 
demonstrated, even though temporary effective- 
ness in the control of juvenile cancer increases 
each year. It would be premature to assume that 
a permanently curative drug or combination of 
drugs will soon be available. The accumulated 
encouraging experiences, however, with cancer 
chemotherapy from many parts of the world 
during the last 15 years suggest that such a goal 
may be attained before the end of the century. 
Meanwhile, the understandable enthusiasm for 
these agents by investigators and clinicians who 
treat malignant diseases should not deny the child 
the full opportunity of treatment by the tradi- 
tional and perhaps curative modalities of surgery 
and radiotherapy. 

Cancer chemotherapy is not new, but the 
resurgence of interest in it following the observa- 
tions reported in 1946 by Gilman and Philips, 
on the use of (tris) beta chlorethylamine hy- 
drochloride has rapidly increased. Initially and 
for several years thereafter the usefulness of the 
chemotherapeutic compounds was largely restrict- 
ed to the treatment of lymphomas. At the present 
time additional agents are available for use as 
adjuvants to conventional therapy for some of the 
hitherto refractory tumors of children (fig. 1). 

Since the effects of these agents are due to 
disturbances in cellular metabolism and are 
mediated in various ways—humoral, by inter- 


From the Department of Pediatrics and the -— —_ 
Service, Memorial Sloan-Kettering Cancer Center, New Yor 
City. 

"Read in part before the Florida_Medical Association, Eighty- 
Seventh Annual Meeting, Miami Beach, May 27, 1961. 


NEW YORK CITY 


ference with nucleic acid synthesis, and by mitotic 
arrest—the combined use of these drugs is some- 
times indicated. 

The effects of numerous compounds and in- 
vestigational methods on a large variety of chil- 
dren’s tumors have been studied by many ob- 
servers. The agents and procedures investigated 
include fluorinated pyrimidines, vitamin B,2, sex 
hormones, arsenicals, urethane, Coley’s toxins, 
Mytomycin C, Streptonigrin, Vincaleukoblastine, 
total body irradiation followed by isologous mar- 
row infusion, radioisotopes, and intra-arterial per- 
fusion of alkylating and antimetabolic agents.* 
The encouraging results achieved at times in some 
osteogenic sarcomas, Ewing’s sarcomas, retinoblas- 
tomas, and embryonal rhabdomyosarcomas indi- 
cate the need for further exploration. 

This discussion will be limited to a review of 
our experiences with compounds of proved value 
in the treatment of lymphomas, Wilms’s tumors, 
neuroblastomas, and nonlipid reticuloendothe- 
lioses. The last named entity is included because 
in some of its histologic as well as clinical mani- 
festations, this condition is indistinguishable from 
cancer. 

The therapeutic attack on any disease de- 
mands consideration of the patient as a whole and 
the relationship of the morbid process to his total 
economy. The physical and psychologic effects of 
cancer on the child are appreciated by all clini- 
cians, and their treatment prior to, during, and 
following all forms of cancer therapy is of major 
importance. Since many children have associated 
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ANTIMETABOLITES 
VS: 
Folic acid (methotrexate) 
Purine (purinethol) 
Glutamine (azaserine) 
Pyrimidine (fluorouracil) 
Nicotinamide (2-amino-thyiadiazole) 
Methionine (ethionine) 
Thymidine (5-iodo-2'deoxyuridine) 
ALKYLATING AGENTS 
Mustargen (HN2) Cytoxan 
Myleran 
STEROIDS 
ACTH 
Prednisone 
SEX HORMONES 
Androgens Estrogens 
ANTIBIOTICS 
Actinomycins 
RADIOACTIVE ISOTOPES 
p32 1131 
VARIOUS 
Urethane Colchicine 
Coley's toxin Fowlers solution 
Vitamins 











Fig. 1.—Agents used in cancer chemotherapy. 


nutritional, hematopoietic, and recurrent infec- 
tions, the management of such concurrent prob- 
lems becomes a constant challenge. 


Leukemia 


AcuTE LEUKEMIA 
Steroids: Oral: Prednisone: 40 to 100 mg. daily 
in divided dosage (10 to 25 mg. q. 6 h.) 

Prednisolone or methylprednisolone: 30 to 
80 mg. daily in divided dosage (6 to 20 mg. 
q. 6 h.) 
Intravenous: ACTH: 5 U. to 25 U. daily 
(continuous drip). 


Prednisolone or methylprednisolone: 40 to 100 
mg. daily (continuous drip). 

Note: Hyperuricemia and hyperuricosuria are 
hazards to be carefully avoided in the use of 
steroids, particularly in “high count” leuke- 
mias and in those with large infiltrations into 
lymph nodes or viscera. Hydration is there- 
fore imperative before the drugs are started. 
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The dose of the steroids during the first 24 
hours should be kept very low, until the 
effects of these drugs on the uric acid output 
can be determined. 


Maintenance Therapy: After a short course of 
steroids antimetabolites are substituted, the 
steroids being gradually reduced while the 
antimetabolite dosage is being established. 

Antimetabolites: 
6—Mercaptopurine (Purinethol) 

Oral: 2.5 mg./kg. daily. 
Methotrexate: 
Oral: 1.25 to 5 mg, daily. 
Intrathecal: 0.25 mg./kg. every five days 
for three to four doses.? 


Alkylating Agents: 
Cyclophosphamide (Cytoxan) 
Intravenous: 1.25 to 2.5 mg./kg./day 
(continuous drip). 
Oral: 2.5 to 5 mg./kg./day. 


Intravenous or oral dosage is continued until 
there is a leukopenia of 1,000 to 2,000 cells per 
cubic millimeter. Preliminary studies of this com- 
pound in 28 patients who had become refractory 
to other drugs showed a marrow remission in 32 
per cent, In one instance the remission lasted four 
months after initiation of therapy. 

Radiotherapy: Local radiation to sites such as 
kidneys, liver, and central nervous system is 
sometimes required. 

Results: Acute leukemia, 1952-1959: 

Number of Survival from onset 

patients treated 50 per cent> 12 mos. 
370 10 per cent> 22 mos. 

CHRONIC GRANULOCYTIC LEUKEMIA* 

Myleran: 2 to 4 mg./day, orally. Discontinue 
temporarily when the leukocyte count is 
60,000 per cubic millimeter, Observe 
platelet count at this time regularly for 
it may continue to fall after the leukocyte 
count has become stabilized. 

6—Mercaptopurine (Purinethol) : 

daily, by mouth. 


2.5 mg./kg. 


LYMPHOSARCOMA 
First the possibilities of radiotherapy and 
surgery should be exhausted. 
Alkylating Agents: 
Mustargen (nitrogen mustard): 0.4 mg./kg. 
intravenously, and divided into four doses 
of 0.1 mg./kg., or in a single dose. In acute 


*Radiotherapy to the spleen should be considered before 
chemotherapy in this disease. 
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obstructive tracheal compression this drug 
may be used initially in preference to 
radiotherapy, which, however, should be 
given subsequently. 
Chlorambucil (Leukeran): 0.1 to 0.2 mg./kg. 
/day, by mouth. 
Cytoxan: 5 mg./kg./day, by mouth. 
Myleran: 2 to 4 mg. daily, by mouth. 
Steroids and antimetabolites have also been used 
hy us, empirically to be sure, on a “cyclic” rou- 
tine, following conventional surgery or irradia- 
tion.* The value of this procedure cannot be deter- 
mined at this time. It has seemed reasonable to 
try to increment the effect of irradiation and 
possibly to arrest clinically unrecognizable sites 
of lymphosarcoma by using drugs that are known 
temporarily to produce clinical remissions. Fur- 
thermore, since in our own experience in 20 per 
cent of 96 children with an initial diagnosis of 
lymphosarcoma, leukemia developed, perhaps a 
deterrent effect of this fatal outcome could be 
achieved by using antileukemic drugs prior to the 
climical manifestations of leukemia. 


Hodgkin’s Disease 

Stage 1. Localized lesion: 

Mustargen: 0.4 mg./kg., administered intra- 
venously as an adjuvant to conventional 
treatment. 

Stage 2. Regional lesions, that is, all lesions 
above or below the diaphragm with or 
without systemic symptoms: 

Mustargen: 0.4 mg./kg., administered intra- 
venously as an adjuvant to radiotherapy. 

Stage 3. Disseminated lesions: 

Mustargen: 0.4 mg./kg., given intravenously 
with radiotherapy to bulky sites. 

Leukeran: 0.1 to 0.2 mg./kg./day, orally. 

Cytoxan: 5 to 10 mg./kg./day, orally. 

Actinomycin D: 15 mcg./kg. daily, given 
intravenously for five days. 


Wilms’s Tumor 


Localized: Surgery, if feasible. 

Radiotherapy: 2,000 r to tumor bed post- 
operatively. 

Actinomycin D: 15 mceg./kg./day intrave- 
nously for five days to a total of 75 mcg./ 
kg. This course is given after radiotherapy. 

Metastatic: Radiotherapy to primary tumor, 
2,000 r in two weeks. 

Surgical removal of tumor if the child’s condi- 

tion permits. 
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Actinomycin D: 15 mceg./kg./day intrave- 
nously postoperatively for five days. 

Radiotherapy to metastatic sites. 

Actinomycin D: 15 mceg./kg./day intrave- 
nously at three month intervals if a re- 
sponse is obtained. If the response is un- 
satisfactory, use triple combination _ther- 
apy. : 

Actinomycin D: 15 mceg./kg./day for 
five to seven days, intravenously. 

Cytoxan: 5 mg./kg./day intravenously 
for five to seven days. 

Methotrexate: 2.5 mg. orally, given 
daily for five to seven days. 


Neuroblastoma 


Localized: Surgical removal, if possible. The 
question of partial removal or major surgical 
insult, as advocated by Koop, Kiesewetter and 
Horn,5 must at present be left to the discre- 
tion of the surgeon. The technical difficulties 
of resection in many of the children with 
neuroblastoma discourage some surgeons from 
this approach. 

Radiotherapy: 2,000 r in two weeks to the 
primary tumor if not resectable. Also 
postoperatively, unless the surgeon be- 
lieves no disease remains, 

Mustargen: 0.4 mg./kg. intravenously in a 
single dose is given during the radiother- 
apy, or as soon after its completion as 
possible, if the child’s condition permits. 
It is sometimes feasible to operate after 
this program. 

Metastatic: Radiotherapy: 2,000 r in two weeks 
to presumed primary site. Possible radio- 
therapy to metastatic sites. 

Mustargen: 0.4 mg./kg. intravenously, in a 
single injection, or 

Actinomycin D: 15 mcg./kg. daily for five 
days, given intravenously, 

Surgery: In some metastatic cases surgical 
resection may be considered. 

The appraisal of the value of all forms of 
therapy for neuroblastoma must be based on an 
appreciation of the variable natural history of 
this disease and on the unpredictable beneficial 
results sometimes observed, even when treatment 
appears inadequate.® 


Nonlipid Reticuloendotheliosis 
Eosinophilic granuloma, Hand-Schiiller-Chris- 
tian disease, and Letterer-Siwe disease are in- 
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cluded under this classification. They are believed 
to be related, or perhaps variants of the same 
basic disorder.? In some instances they are in- 
distinguishable histologically and may pursue an 
unexpectedly benign or serious clinical course. The 
microscopic appearance of the typical Letterer- 
Siwe tissue specimen is that of an aggressive, 
malignant process; in certain instances in our 
experience the same lesion has been diagnosed as 
eosinophilic granuloma, Hand-Schiiller-Christian 
disease, and Letterer-Siwe disease by pathologists 
of equal competence. 

The problem confronting the clinician is 
whether the varieties apparently benign on histo- 
logic evidence are so in fact. The dissemination of 
lesions benign by current anatomic standards and 
the progressively declining clinical course of the 
disease in several children whose lesions were ini- 
tially diagnosed as eosinophilic granuloma sug- 
gested that systemic agents were indicated. 

Since 1948, all of our juvenile patients have 
received chemotherapy, usually as an adjuvant, or 
following surgery and irradiation, until the clinical 
course of the disease could be determined. 

The corticosteroids, ACTH, alkylating agents, 
and antimetabolites may be expected at least 
temporarily to produce beneficial results in most 
instances. In several patients remissions, at pres- 
ent lasting over 10 years, have been achieved 
by the cyclic use of antimetabolites alone. One 
girl, now 14 years old, whose condition during 
infancy was initially diagnosed as eosinophilic 
granuloma is considered by some authorities, in- 
cluding Professor Letterer, to have had Letterer- 
Siwe disease. Antituberculous drugs, first describ- 
ed by Aronson,® have also been used in refractory 
cases in conjunction with antimetabolites. Two of 
four patients have had arrest of their disease for 
over two years. 


Toxicity and Side Effects 

Chemotherapeutic compounds for the condi- 
tions mentioned should not be used in the absence 
of a positive diagnosis and only then if close 
medical supervision can be maintained, There 
may be considerable variation in the response 
to the drugs, not only of the disease, but also of 
the patient. Toxicity may precede clinical im- 
provement, and irreversible disturbances some- 
times may occur from overdosage. 

The following are some of the common toxic 
effects observed in children. The more subtle 
humoral and immunologic effects can only be sus- 
pected. 
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Methotrexate: Gastrointestinal ulcerations, 
marrow depression, megaloblastosis. 

Purinethol: Rapid decline in white blood cells 
in high count leukemias; possible hy- 
peruricemia and hyperuricosuria. 

Prednisone: Cushing’s syndrome; hyperten- 
sion; hyperglycemia; psychic disturbances; 
reduced resistance to infection; hyperuri- 
cemia; hyperuricosuria. 

Mustargen, Leukeran, Myleran, Cytoxan: 
Marrow depression; anorexia; nausea, 
vomiting with Mustargen; alopecia; hem- 
orrhagic cystitis with Cytoxan. 

Actinomycins: Marrow depression; oral ul- 
cerations, dermatitis, especially at sites of 
previous radiotherapy; alopecia. 


Summary 


The value of chemotherapy in the treatment 
of juvenile cancer has been satisfactorily demon- 
strated by many workers within a comparatively 
few years, The prognosis for some children suf- 
fering from cancer has consequently been im- 
proved by the addition of this therapeutic meas- 
ure to surgery and radiotherapy. It is now rec- 
ognized that some of the compounds act almost 
specifically and solely against certain particular 
tumors. Since cancers are of many varieties, the 
search for more specific agents will continue. The 
ready availability of modalities—surgery, radio- 
therapy, and chemotherapy—to treat children 
with neoplastic disease imposes an increasing 
obligation on the parent, health officer, and 
clinician to utilize them and effect a reduction 
in the mortality rate of juvenile cancer in the 
United States. 
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‘Visceral Larva Migrans 


‘Vith Report of a Case 


The intriguing clinical entity of visceral larva 
migrans was first described as such in 1952. Since 
that time there have been numerous reports of its 
occurrence as a specific disease and a great deal 
has been learned about the pathology and the 
clinical manifestations. It is my hope with this 
paper to add a small bit to the growing knowl- 
edge of this condition and to alert the practi- 
tioner in Florida to its occurrence here. Visceral 
larva migrans should be of interest to the pedia- 
trician, the general practitioner, the dermatologist, 
the allergist and even the general surgeon since 
the patient with this disease may find his way 
to the office of any of these. 

Visceral larva migrans results from the in- 
vasion of human viscera with larvae of Toxocara 
canis and Toxocara cati, nematodes found ordi- 
narily only in the dog and cat respectively. Un- 
doubtedly many cases which have previously 
been diagnosed as familia eosinophilia, Loffler’s 
syndrome, tropical eosinophilia, or benign eosin- 
ophilic leukemia were, in fact, visceral larva mi- 
grans. This condition should not be confused 
with cutaneous larva migrans or what is common- 
ly called “sand worm” or “creeping eruption” in 
Florida. There is no relationship between the 
two conditions. Cutaneous larva migrans is caused 
by direct invasion of the skin by larvae of the 
dog and cat hookworm, Ancylostoma braziliense. 
Because of the tendency to confuse the two con- 
ditions, it would seem better to refer to visceral 
larva migrans as visceral toxocariasis or human 
toxocariasis. 

Visceral larva migrans is characterized clini- 
cally by persistent but variable eosinophilic leuko- 
cytosis with total white blood cell count of from 
10 to 60 thousand, and eosinophilia of from 15 to 
75 per cent; hepatomegaly with or without spleno- 
megaly is a frequent finding. The condition occurs 
almost exclusively in the age group from 15 
months to six years and most commonly in chil- 
dren who eat dirt. A curious type of discrete, 
erythematous, pruritic skin eruption of irregular 


Read before the Florida Medical Association, Eighty-Seventh 
Annual Meeting, Miami Beach, May 26, 1961. 


Hiiirarp R. Reppick, M.D. 
QUINCY 


outline and confined largely to the torso is a usual 
finding. Irritability, insomnia and at times mental 
depression are seen. A chronic, nonproductive 
cough and associated grunting type of respiration 
or hiccup may be present. Hypochromic anemia 
is an almost constant feature of the disease. 


Report of Case 


A 22 month old, white male was admitted to the 
Gadsden County Hospital on Aug. 16, 1960, with a his- 
tory of a chronic illness of three months’ duration be- 
ginning with loss of appetite, a tendency to lessened ac- 
tivity, irritability, insomnia, chronic cough, and low grade 
fever. Approximately two months prior to admission, the 
mother noted a pruritic, macular, erythematous type of 
rash over most of the body, especially on the torso. The 
boy was seen as an outpatient on two occasions during 
the two month period prior to admission and was thought 
to have an acute pharyngitis with an allergic skin erup- 
tion. Roentgen examination of the chest on July 5 gave 
negative results despite the presence of scattered rales at 
the base of the right lung, and the hemoglobin estimation 
was reported as 60 per cent, 9 Gm. About July 20 the 
mother noticed worsening of the cough, which was non- 
productive and hacking in type; in addition, the skin 
eruption became more marked and more pruritic. At 
approximately the same time, there was an increase in 
pallor with enlargement of the upper portion of the ab- 
domen and occasional grunting respiration. An increase 
in irritability with periods of depression, and a daily 
afternoon low grade fever were present during July and 
early August. On August 12 the rectal temperature was 
100.8 F., respirations 30, and pulse rate 120; rales were 
again noted at the base of the right lung; the skin and 
mucous membranes appeared pale, and there was marked 
hepatomegaly but no splenomegaly. A complete blood 
count revealed a hemoglobin level of 7.6 Gm., red blood 
cell count 3,600,000, color index 0.7, white blood cell count 
40,200 with 7 per cent mature polymorphonuclear leuko- 
cytes, 24 per cent lymphocytes, and 69 per cent mature 
eosinophils. A first strength tuberculin test on August 13 
gave negative results. 

Past History —The second of two children, the patient 
had been delivered normally; he had had no previous 
illnesses of note and none of the contagious diseases of 
childhood. He had received three DPT injections of 
¥Y%4 cc. each and two polio injections. On questioning, 
the mother admitted that the child had been a dirt eater 
for the past eight months and that her husband kept 
several hunting dogs in the yard. 

Family History —The mother, father and older brother 
were living and well. There was no family history of 
cancer, tuberculosis, diabetes, epilepsy or insanity. 

A review of the systems gave entirely negative results 
except for the symptoms described in the present illness. 

Physical examination revealed a temperature of 99.2 F. 
per rectum, pulse rate 115, respirations 30, and weight 
24 pounds. The patient was a chronically ill, irritable, 
well developed, rather poorly nourished, 22 month old, 
white male. The skin was extremely pale. The conjunc- 
tivae and sclerae showed marked pallor as did the buccal 
and pharyngeal mucous membranes. There was a 2 plus 
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tonsillar hypertrophy with marked injection of the an- 
terior pillars. Lymph nodes were palpable in both an- 
terior and posterior cervical triangles but were considered 
normal. The axillary and inguinal nodes were also pal- 
pable but considered normal. The patient was slightly 
hyperpneic with somewhat irregular respiration; the lung 
fields were clear to percussion and auscultation except for 
a suggestion of moist, fine rales at the base of the right 
lung. Examination of the heart revealed the point of 
maximal impulse in the fourth interspace in the midclavic- 
ular line; there was a grade II, short, systolic murmur, 
best heard over the mitral area, which was attributed to 
the anemia. Examination of the abdomen revealed mod- 
erate, upper abdominal distention, but no fluid wave or 
shifting dullness could be elicited. The liver was palpable 
approximately 11% inches below the right costal border 
and was moderately tender. The spleen and kidneys were 
not palpable. The external genitalia appeared normal; 
circumcision had been done in the neonatal pericd. The 
extremities were not remarkable, and neurological exami- 
nation objectively was normal. A generalized, erythema- 
tous, macular, irregular rash was present over most of 
the torso and to a lesser extent over the lower extremities 
with areas that appeared to have been excoriated. 

Hospital Course—On the day of admission, routine 
urinalysis of a voided specimen gave negative results. The 
serum protein was 10.4 Gm., albumin 3.8 Gm. and glob- 
ulin 6.6 Gm. per hundred cubic centimeters, giving an 
albumin-globulin ratio of 0.57 to 1.0. The complete blood 
count showed a hemoglobin level of 7 Gm., a hematocrit 
reading of 29 and a white blocd cell count of 41,300 with 
48 per cent eosinophils, 21 per cent segmented forms, 
2 per cent stab forms and 29 per cent lymphocytes. The 
blood type was “A” Rh positive. 

On admission, the child was given 500 cc. of whole, 
fresh blood over a 12 hour period, with a rise in the 
hemoglobin level to 10.85 Gm. The next day a laparoto- 
my was performed under ether anesthesia for the purpose 
of liver biopsy. On entering the peritoneal cavity, a small 
amount of pale, serous, yellow fluid was seen, and cul- 
tured. This fluid coagulated almost immediately in the 
tube. The culture proved negative. The liver was en- 
larged and had a glistening surface on which were in- 
numerable tiny white patches; however, on palpation, 
the surface of the liver was entirely smooth. A wedge- 
shaped specimen for biopsy was taken from the liver’s 
edge, and the defect was closed with mattress sutures. 
The patient withstood the procedure well and was dis- 
charged from the hospital on the third postoperative day. 

Microscopic examination of sections of the specimen 
showed multiple granulomata which were characterized 
by central fibrinoid necrosis surrounded by numerous 
foreign body type giant cells. Surrounding them were 
numerous eosinophils as well as round cells. Some of the 
granulomata showed fibrous tissue in the central areas 
while others showed a necrotic material consisting mostly 
of inflammatory cells. In some lesions there were irregu- 
lar pieces of densely staining eosinophilic material which 
also stained PAS positive; no definite larvae could be 
distinguished as such, but it was concluded that the 
eosinophilic and PAS positive fragments actually repre- 
sented sections of degenerating larvae. The portal areas 
were densely infiltrated with eosinophils as well as chronic 
inflammatory cells. 

When the patient was last seen on Feb. 5, 1961, there 
were no manifestations of the disease except an eosino- 
philia of 36 per cent. The anemia was no longer present; 
the skin rash had disappeared; there was no hepatomeg- 
aly, and the appetite was good. 


Discussion 


Children acquire visceral larva migrans by 
swallowing dirt contaminated with Toxocara ova 
derived from dog and cat feces.2 These ova remain 
viable for many months especially in a warm 
climate. After ingestion, the ova hatch in the in- 
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testine into the larva form, migrate into and 
through the intestinal wall and while the majority 
of these larvae undoubtedly find their way to the 
liver by way of the portal circulation, some pro- 
ceed directly to other organs by way of the gen- 
eral circulation, or by way of the lymphatic chan- 
nels. It should be emphasized that diagnosis of 
the presence of Toxocara in the intestinal tract 
cannot be made by stool examination since the 
Toxocara cannot complete its life cycle in the 
human; therefore, on no occasion would one find 
ova of Toxocara on stool examination.?-3 

Granulomatous lesions are produced by the 
larvae in the organs to which they migrate; le- 
sions have been found in the liver, lungs, kidney, 
spleen, heart, eye and brain.?-5 The lesions are 
variable in size, but cannot ordinarily be seen 
with the unaided eye except in the liver. Ap- 
parently the greater size of the granulomata in 
the liver is due to the tortuous tracts of the 
actively migrating larvae since the lesions in this 
organ reach lengths 20 ‘times that of the larva 
itself.6 The granuloma, consists of a central area 
of fibrinoid necrosis surrounded by areas of epi- 
thelioid cells, many eosinophils, lymphocytes and 
plasma cells. Some lesions may show fibrous en- 
capsulation and foreign body giant cells or mi- 
crophages.!:5 The larva itself cannot usually be 
identified in the granuloma unless serial sections 
are taken from one end to the other of an in- 
dividual granuloma. A detailed, morphological 
study with reconstruction of complete larvae of 
Toxocara canis has been made by Nichols? at 
Tulane University. The lesions found in other 
organs are said to have similar structure to 
those in the liver except in the brain where fi- 
brous encapsulation is more pronounced.* The 
lesions eventually heal by fibrosis. Exactly what 
causes the death of the larvae and the healing 
of the lesions is not known. 


Diagnosis 

The presence of chronic, unexplained eosino- 
philia in a child who eats dirt and who is closely 
associated with a dog should alert the clinician 
to the possibility of this disease. The presence 
of secondary anemia, hepatomegaly and/or spleno- 
megaly, increased serum globulin, or the presence 
of the previously described skin rash should 
further arouse the physician’s suspicion as to the 
likelihood of this disease. In fact, for practical 
purposes, the presence of marked chronic eosino- 
philia with one or more of the other common phy- 
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cal findings is perhaps enough to diagnose the 
cisease. As yet the only certain way to establish 
he diagnosis is by liver biopsy. It is my belief that 
‘he liver biopsy should be done by laparotomy 
istead of by needle for two reasons: First, liver 
iopsy in a child has no more attendant danger 
when done by laparotomy than by use of a needle; 
econdly, a laparotomy allows the physician 
‘o visualize the liver surface as well as to visualize 
ihe surrounding organs. 

Recently a specific hemagglutination test has 
been described.8 It would appear, however, that 
the production of hemagglutinins may be tran- 
sient; therefore, the hemagglutination test is of 
value only if positive. 

From the standpoint of differential diagnosis, 
any disease which produces a rather marked 
eosinophilia must be considered since eosinophilia 
is the single feature of this disease which is always 
present. Included in the eosinophilic diseases are 
allergic disorders such as asthma, hay fever, ur- 
ticaria or serum sickness, certain parasitic infesta- 
tions including ascariasis, strongyloidiasis, trich- 
inosis and pinworm infestation. The history 
alone would distinguish visceral larva migrans 
from asthma and hay fever; the occurrence of the 
typical skin manifestations would establish the 
diagnosis of urticaria; and stool examination for 
ova would establish the presence of pinworms, 
strongyloides or roundworms. One should realize, 
however, that the occurrence of ova of any of 
these on fecal examination should not preclude the 
consideration of visceral larva migrans as also 
being concurrently present, especially if the eo- 
sinophilia persists after adequate treatment of 
intestinal parasites. 

I have seen a good many cases of children 
with abdominal discomfort, persistent eosinophilia 


and mild anemia who failed to demonstrate in- 


testinal parasites on repeated examination. Fur- 
thermore, I have seen other children with a per- 
sistent eosinophilia and anemia as well as ab- 
dominal discomfort who continued to show these 
symptoms and findings despite adequate treatment 
for intestinal parasites which had been found on 
fecal examination. While these children show no 
other objective evidence of visceral larva migrans, 
perhaps some are victims of a mild visceral larva 
migrans infection with the persistent abdominal 
pain being caused by granulomatous lesions in 
the intestinal wall and mesentery. It should be 
remembered that the lesion of visceral larva mi- 
grans cannot be visualized with the unaided eye 


except in the liver; therefore, some of these 
youngsters whose disease is diagnosed as chronic 
appendicitis and/or pinworm appendicitis could 
actually be victims of visceral larva migrans 
involving the intestinal wall and mesentery. This 
is only conjecture since the clinician or pathologist 
would rarely have an opportunity to study micro- 
scopically the intestinal wall or mesentery. 

Undoubtedly so-called Léffler’s syndrome is 
actually a pulmonary manifestation of visceral 
larva migrans in many cases and is probably pul- 
monary ascariasis in other cases. 


Treatment 


There is no specific treatment. Symptomatic 
and supportive treatment should be used as in- 
dicated including blood transfusions or hematinics 
for severe anemia, and prompt treatment of any 
intercurrent infection. A high calorie, high pro- 
tein, low fat diet is indicated. Most important is 
the elimination of the source of infection. Pets 
should be disposed of, or adequately treated and 
kept from contact with the infected child 
for a considerable length of time. In life-threaten- 
ing infections, steroids may be beneficial. Het- 
razan has been used, but apparently is of little or 
no value. 

The prognosis is usually good if the child is 
not repeatedly infected. Death rarely occurs un- 
less vital centers of the central nervous system 
are invaded by the larva; however, symptoms 
may persist for many months and one can expect 
the eosinophilia to persist for at least six months 
to one year. 


Summary 


A discussion of the problem of visceral larva 
migrans with report of a case is presented. It is 
hoped that this presentation will help to alert 
the practicing physician in Florida to the occur- 
rence of this disease here since a high degree of 
suspicion is necessary to the diagnosis. 
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A Preliminary Report on the Effect 
of Isocarboxazid in Grand Mal Seizures 


Prominent among the signs and symptoms that 
must be dealt with in the populations of homes 
for the mentally retarded are grand mal epileptic 
seizures. Because of the special watchfulness and 
care demanded by epileptic patients, the responsi- 
ble personnel of these institutions is particularly 
interested in any agent or method that gives 
promise of controlling or reducing the frequency 
of seizures. 

The search for a genuinely effective antiepilep- 
tic has a long and for the most part disappointing 
history. Although modern drugs have provided 
the physician with the newest potential weapons 
for use against this disease, as late as 1956 Maut- 
ner! could remind us that “. . . no drug devoid of 
danger and reliably effective in the treatment of 
any type of epilepsy as yet has been found.” 

The effects of one of these newer classes of 
drugs—the amine oxidase inhibitors—have not 
been fully explored in this indication presumably 
because of the theoretical possibility of their in- 
creasing the severity of seizures. As far back as 
1953, however, Reilly and his associates? conclud- 
ed from their experiments that “iproniazid* does 
not lower the threshold for photic stimuli and is, 
therefore, probably not directly convulsant in 
man.” One year later, Chen, Ensor and Bohner® 
discovered that reserpine lowers the threshold for 
electroshock and pentylenetetrazol** convulsions 
in mice, an effect found by Brodie, Olin, Kuntz- 
man and Shore* in 1957 to coincide with a lower- 
ing of brain serotonin and norepinephrine. In 
1958, Spector, Prockop, Shore and Brodie® noted 
that the brain content of these amines is increased 
by the administration of monoamine oxidase in- 
hibitors. 

Starting with these two facts, Prockop, Shore 
and Brodie® 7 reasoned that the latter might act 
as anticonvulsants. Their results showed that the 
drugs have a pronounced anticonvulsant effect in 
animals and “may warrant clinical trial.”” Chow 
and Hendley® also “have noted anticonvulsant 
activity of MAOI (monoamine oxidase inhibitors) 


*Marsilid, Hoffman-La Roche Inc., Nutley, N, J. 
**Metrazol, Knoll Pharmaceutical Company, Orange, N. J. 
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in mice against both electroshock and Metra- 
es 

Prior to the later laboratory findings, a clinical 
study® was reported by Grisoni, Canali and Pacini 
at the International Meeting of Neuro-Psycho- 
Pharmacology held in Rome, in September 1958. 
The study showed that treatment with iproniazid 
was accompanied by a reduction in epileptic 
electroencephalographic patterns, attributed by 
the authors to accumulation of serotonin in the 
brain. 

These observations led the medical staff of the 
Sunland Training Center to separate and maintain 
a special record of the epileptic status of a group 
of 50 patients who were part of an over-all evalu- 
ation (to be reported elsewhere) of the effect of 
isocarboxazidt on appetite, weight and general 
achievement in institutionalized mentally retarded 
patients. Isocarboxazid was employed as the 
amine oxidase inhibitor in the study when reports 
indicated that it was apparently better tolerated 
than the parent drug, iproniazid.1° To our knowl- 
edge, this is the first large scale study of the effect 
of an iproniazid analog on the grand mal seizures 


of epilepsy. 
Methods and Materials 


Fifty patients diagnosed as epileptics were se- 
lected for special study with the amine oxidase in- 
hibitor, isocarboxazid. All had been subject to 
periodic grand mal seizures for more than a year, 
some for their entire lives. Previous antiepileptic 
medication comprised practically the entire field: 
diphenylhydantoin sodium,* amino-glutethi- 
mide,** mephobarbital,*** methylphenyl-succini- 
mide,# paramethadione,## phenobarbital, trime- 
thadione,### and others. The average number of 
monthly grand mal seizures for each patient for 
the previous 12 months served as the basis for 
comparison with the monthly average during the 


period of treatment. 


+Marplan, trademark of Hoffman-La Roche Inc., Nutley, N. J. 
*Dilantin, Parke, Davis & Company, Detroit. 
**Elipten, Ciba Pharmaceutical Products Inc., N. J. 
***Mebaral, Winthrop Laboratories, New York. 

gf Milontin, ye avis & emmy * Detroit. 

##Paradione, Laboratories, North Chicago, IIl. 


Summit, 


###Tridione, Abbott kabeneioe, North Chicago, Ill. 
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Isocarboxazid was administered for from five 
o seven months. Both initial and maintenance 
loses varied from 10 to 30 mg. daily, depending 
ipon our estimate of individual requirement. In 
. few cases tranquilizing agents were used adjunc- 
ively when patients were previously known to be 
agitated or were already on such medication as a 
means of controlling their behavior. 

The patients were constantly observed for im- 
provement in alertness, contact w:th environment, 
appetite and behavior. Blood counts, urinalyses 
and liver function tests were made at the start 
and periodically during the trial. Weight was re- 
corded weekly. 


Results 


As shown in table 1 and figure 1, there was an 
actual reduction in frequency of grand mal seiz- 
ures in 37 of 42 patients, or 86 per cent. In eight 
others (seven of whom had experienced no convul- 
sions during the previous 12 months) there was no 
change. In only five cases (marked with a + in 
table 1) was there an increase in the monthly 
average. 

In two of the five exceptions the increase was 
considerable, the frequency of seizures increasing 
from 2.5 per month to 9.0 and 10.3, while there 
was an equally dramatic decrease in two, from 
5.0 to 0.2 and from 7.0 to 0.4. Equally important, 
although not as spectacular, was the reduction to 
0.0 of 17 patients who previously had experienced 
from 0.5 to 2.5 convulsions per month. Thus over 
a period of one-half year’s administration of a 
“psychic energizer,” 24 of 50 epileptic patients 
were completely free from seizures. This result can 
be clearly seen by the pattern of frequencies 
shown in figure 1, which also indicates the gener- 
ally favorable effect of the drug on the entire 
group. 

There was a noticeable improvement in appe- 
tite in all of the patients, along with an increase 
in alertness and sociability. Thirty-six, or 72 per 
cent, gained from one to 11 pounds, nine lost 
from one to five pounds, and five maintained their 
previous weight. 


Discussion 


Of all the drugs employed in the treatment of 
epilepsy, Mulder, Daly, Rushton and Yoss!? 
recommended phenobarbital, diphenylhydantoin 
sodium and trimethadione as the most satis- 
factory, with complete control of seizures in about 
50 per cent of the patients and appreciable 
diminution in the rest. 


Table 1—Grand Mal: Average Number of 
Seizures Per Month 








Before During Number of Total Change 
Treatment Treatment Change Patients 0 + — 
0.0 0.0 0.0 7 0.0 
0.0 0.8 +0.8 1 0.8 
0.2 0.1 -0.1 1 0.1 
0.3 0.0 -0.3 5 1.5 
0.3 0.2 -0.1 1 0.1 
0.5 0.0 -0.5 4 2.0 
0.5 0.1 -0.4 1 0.4 
0.5 0.2 -0.3 2 0.6 
0.5 0.3 -0.2 2 0.4 
0.9 0.1 -0.8 1 0.8 
0.9 0.4 -0.5 1 0.5 
1.0 0.0 -1.0 4 40 
1.0 0.3 -0.7 1 0.7 
1.0 0.4 -0.6 2 a2 
1.0 0.6 -0.4 1 0.4 
1.0 1.0 0.0 1 0.0 
1.0 3.0 +2.0 1 2.0 
1.2 0.0 -1.2 1 1.2 
2.0 0.0 -2.0 2 4.0 
2.0 1.4 -0.6 1 0.6 
2.0 3.7 +1.7 1 1.7 
2.5 0.0 -2.5 1 2.5 
+E 0.3 -2.2 1 2.2 
2.5 0.4 —2.1 1 2.1 
2.5 9.0 +6.5 1 6.5 
2.5 10.3 +7.8 1 7.8 
3.0 1.9 -1.1 1 1.1 
4.7 3.4 -1.3 1 1.3 
5.0 0.2 -4.8 1 48 
7.0 0.4 -6.6 1 6.6 


50 0.0 18.8 39.1 
—18.8 


Total monthly decrease 20.3 


The ketogenic diet also has been favored as 
the most satisfactory method of treatment, and 
has been discussed by many investigators, among 
them Wilkins!2 and Keith,1% with the latter also 
including phenobarbital and diphenylhydantoin as 
desirable adjuvant therapy. This diet has been 
used for several years with varying results, but 
always with the drawbacks of high patient re- 
sistance, concomitant risk of nutritional deficiency 
and toxic ketosis. These deterrents, as well as 
those of certain antiepileptic drugs, were singu- 
larly absent during our administration of isocar- 
boxazid. 

As to the medication’s effectiveness, if the 
eight are omitted who were maintained at the 
same rate as during the year preceding the study, 
there was a reduction in monthly seizures in 86 
per cent of the patients. If the eight are included, 
there was reduction or control in 90 per cent. 
Both figures represent a higher rate of control 
than the average results with the ketogenic diet 
reported by Talbot!* in his classic “Treatment of 
Epilepsy” (71 per cent in children, 60 per cent 
in adults). 
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FREQUENCY LEGEND GRAND MAL 
SCATTER REPRESENT ING 
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Thus it ray be stated that regardless of the 
mode and site of action of isocarboxazid, the re- 
sults obtained with it in eliminating, reducing or 
controlling grand mal seizures in this series of epi- 
leptic patients are (a) superior to those observed 
with any of the entire range of antiepileptic drugs 
previously used by us, (b) comparable to the best 
reported elsewhere with various drugs. 

At the same time, the increased number of 
seizures in five patients—severe in two—seems to 
indicate a certain individual selectivity in the ac- 
tion of the drug and dictates the need for careful 
observation of patients under treatment. The da- 
ta, however, show that any adverse effect can be 
quickly determined, since in four of the five (the 
other had an average monthly increase of only 
0.8 seizures) the number of seizures increased 
during the first month from the previous year’s 
monthly average of 1.0, 2.0 and 2.5 (in two) re- 
spectively to 6.0, 7.0, 6.0 and 13.0. Of all the 
others, one had 4.0 seizures the first month (previ- 
ous average 4.7), seven had 1.0 (previous aver- 
ages 0.2, 0.3, 0.5 in two and 1.0 in three), one 
had 2.0 (previous average 1.0) and 36 had none. 

Another interesting result is the almost com- 
plete absence of aggravated hypertonia in any of 
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FIGURE I 


these patients in whom agitation and excitement 
are well known concomitants. This appears to re- 
move the basis for the prevalent reluctance to try 
“energizing” drugs like isocarboxazid in hyper- 
tonic patients because of their potential excessive 
stimulating or energizing effects. 

What frequently is regarded as an undesirable 
side effect—increased appetite with gain in weight 
—must in these patients be looked upon as entire- 
ly beneficial. This property of the drug is there- 
fore an asset rather than a drawback in mentally 
retarded patients who represent severe feeding 
problems under institutional management. 

The absence of all side effects and the remark- 
able “pick-up” effect of the drug evidenced in im- 
proved contact with environment, increased socia- 
bility, greater alertness and clarity of conscious- 
ness also should be appreciated. Not only was 
there no evidence of toxicity, but the status of the 
patient as a whole was visibly enhanced. 


Summary 


Isocarboxazid, an amine oxidase inhibitor, was 
employed in dosages of 10 to 30 mg. daily, over a 
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five to seven month period, in 50 institutionalized 
epileptic patients who were all mentally retarded. 

Compared with the monthly average of those 
who experienced grand mal seizures during the 
previous 12 months, the frequency of seizures 
was reduced in 86 per cent. 

In seven patients who had no seizures prior 
to instituting therapy, none occurred during the 
period of drug administration. 

Frequency of seizures was increased in five 
and considerably in only four; in these four the 
effect was almost immediately discernible, and 
therefore the drug could be promptly withdrawn 
if considered necessary. 

All patients exhibited an increase in appetite, 
with a gain in weight of 72 per cent, and con- 
comitant salutary effects: greater interest, man- 
ageability and sociability. 

No side effects, including exaggeration of ten- 
sion or agitation, were observed. 


Intestinal Obstruction 
by Dicumaroi-Induced 


As the number of patients receiving long term 
anticoagulant therapy in the management and 
prophylaxis of coronary heart disease and the 
various thromboembolic disorders continues to 
increase, it behooves clinicians and surgeons to be 
aware of even the less common complications of 
such treatment. The present report cites an in- 
stance of intestinal obstruction directly related 
to bishydroxycoumarin (Dicumarol) poisoning, 
apparently precipitated by hemoperitoneum in a 
patient with long-standing asymptomatic intra- 
abdominal adhesions. 

In his wide experience with anticoagulant 
therapy and its complications, Dr. Irving S. 
Wright has commented on the uniqueness of this 
particular sequence.1 In nine patients manifesting 
intestinal obstruction due to Dicumarol poisoning 
whose cases have been reported previously, para- 
lytic ileus due to diffuse serosal or intestinal 
hemorrhage in the wall of the small intestine 
either was suspected or found at laparotomy, usu- 
ally with an associated hemoperitoneum and 
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mesenteric bleeding.2-7 The preoperative diag- 
nosis in several instances included mesenteric 
thrombosis, pancreatitis and appendicitis. Other 
instances of hemorrhagic infarction of the small 
intestine with intramural hematoma as a cause for 
intestinal obstruction also are on record.8-® 


Report of Case 


A 54 year old housewife was seen in consultation at 
the Good Samaritan Hospital on Nov. 23, 1959 because 
of progressive shock. The patient had had long-standing 
hypertension. In February 1959, she had experienced an 
acute myocardial infarction and was hospitalized else- 
where for approximately three weeks. She was treated 
subsequently with Dicumarol, antihypertensive medication 
and mild sedation. Her prothrombin times had been 
maintained between 20 and 25 seconds. Approximately 
three weeks previously, the dose of Dicumarol was in- 
creased from 50 mg. daily (omitting every fourth day) 
to 50 mg. alternating with 100 mg. every other day on 
the basis of a prothrombin time report of 15.2 seconds. 
Two days prior to admission, the patient began to mani- 
fest petechiae, actual hemorrhages from the skin, and 
increasing lower abdominal discomfort. No bleeding was 
evident, however, from any of the mucous merbranes. 
The patient also noted she had become constipated. No 
headaches, recent respiratory infection, recurrence of chest 
discomfort or dyspnea was admitted. 
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Within the first 12 hours of hospitalization, the pa- 
tient exhibited a profound drop in blood pressure—inter- 
mittent at first, but subsequently persistent and progres- 
sive. Concomitantly, increasing abdominal discomfort and 
distention occurred. A prothrombin time shortly after 
admission was greater than two minutes. 

Physical examination at the first consultation revealed 
an extremely apprehensive and pale woman exhibiting air 
hunger. The pulse was 120 and faint. The blood pressure 
was unobtainable. There was moderate pallor of the 
sclerae but no icterus. No distention of the cervical veins 
was present. The lung fields were clear with no overt 
pleural friction rub. The heart was not enlarged by 
percussion and the sounds were distant. A grade 2 apical 
systolic murmur was heard, but no pericardial friction 
rub. Examination of the abdomen revealed a_ healed 
hypogastric hysterectomy incision with marked disten- 
tion involving the entire hypogastric area. Considerable 
tenderness and local spasm over the left lower quadrant 
and left flank readily could be elicited. Discoloration of 
the anterior abdominal wall was not seen. The peristaltic 
sounds were barely audible. Examination of the skin 
revealed a number of petechiae, ecchymoses and hemor- 
rhagic lesions that continued to ooze blood. There were 
no pathological reflexes. 

An electrocardiogram taken shcrtly after admission 
demonstrated evidence of a previous anteroseptal myo- 
cardial infarction. A portable chest film failed to reveal 
an enlarged pericardial silhouette or significant changes 
in the pulmonary vascular bed. A flat abdominal film 
revealed marked distention of the stomach and the small 
bowel. The initial hemogram was as follows: hemoglobin 
level, 10.0 Gm. per hundred cubic centimeters; red blood 
cell count, 3.26 million per cubic millimeter; hematocrit 
reading, 33 per cent. The urine contained no blood. 

The patient was treated with continuous intravenous 
Levophed, synthetic vitamin Ki (Konakion, 50 mg. intra- 
venously), Premarin Intravenous (20 mg. given twice), 
oxygen, parenteral fluids, and two units of fresh blood. 
Copious bile-tinged gastric fluid was obtained from an 
indwelling Levin tube over the next several days. The 
electrolytes were regulated with adequate fluids and elec- 
trolytes based on the previous day’s performance and 
the blood chemistry determinations. Many attempts to 
reduce the flow of the Levophed were followed by a 
precipitous drop in blood pressure. There was still no 
overt bleeding from either the upper or lower end of 
the gastrointestinal tract; neither was there demonstrable 
obliteration of the psoas shadows to suggest retroperi- 
toneal bleeding with a secondary acute ileus. Repeat 
electrocardiograms were suggestive of a probable acute 
myocardial infarction, this being accompanied clinically 
by a recurrence of severe angina pectoris and the devel- 
opment of a gallop rhythm. 

The cause of the continuing ileus remained obscure. 
Over the next week, the patient was seen by two sur- 
gical consultants. Independently, both agreed that a 
partial or complete obstruction of the upper portion of 
the bowel was present. The possibilities entertained in- 
cluded bleeding into the wall of the bowel with the 
formation of a hematoma and ileus secondary to en 
acute myocardial infarction. In view of the persistent 
need for Levophed to maintain the blood pressure above 
shock levels, bleeding into the adrenals (vide infra) also 
was considered. Accordingly, she was. given cortisone 
acetate (50 mg. every six hours intramuscularly) and 
was maintained on this steroid for several days. During 
this time, the shock abated and it was possible to discon- 
tinue the Levophed. 

After an attempt to pursue a conservative program 
of decompression and replacement of fluid, electrolytes 
and calories over a period of 10 days, the patient’s status 
degenerated precipitously. Marked confusion, athetoid 
movements, fever, and coarse tremors developed. These 


were intrepreted as probably representing magnesium de- 
ficiency. Accordingly, significant amounts of magnesium 
sulfate were given intravenously and intramuscularly with 
some clinical improvement. Her condition, however, re- 
mained critical. 
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Both surgical consultants thought that a complete 
mechanical obstruction now existed. The patient was 


+ 


subjected to an exploratory operation on December 1. 
All possible precautions were taken to support the cardio- 
vascular system and adrenal status, including digitaliza- 
tion and the resumption of parenteral cortisone. Several 
hundred milliliters of blood were encountered in the ab- 
dominal cavity as the peritoneum was opened. A high 
obstruction also was encountered, consisting of a loop of 
jejunum virtually completely obstructed in an area of 
chronic abdominal adhesions. A granular serositis had 
begun to develop. The surgical procedure was limited 
to freeing the bowel from these constricting bands. An 
extended study of the abdomen and retroperitoneal areas 
was not feasible in view of the patient’s potentially critical 
status. 

The postoperative course proved highly gratifying. 
There was progressive diminution in the amount of gas- 
tric drainage. Thereafter, she was able to reestablish gas- 
trointestinal function without the tube and progressively 
to take fluids and soft solids. A superficial thrombophle- 
bitis developed in the left thigh, but subsided with local 
treatment. The cardiac status continued to improve in 
all respects. After an additional two weeks of convales- 
cence, the patient was discharged from the hospital on 
a modified postcoronary regimen. 


Discussion 

The magnitude of the problem of anticoagu- 
lant-induced bleeding is apparent from several re- 
ports. In one survey of anticoagulant therapy 
and acute myocardial infarction, 122 deaths at- 
tributable to anticoagulant therapy were report- 
ed by 64 cardiologists.1° In another survey in- 
volving over 16,000 patients, 35 previously un- 
reported fatalities were listed.11 In yet another 
review of 227 patients managed on long term 
anticoagulant therapy, 70 hemorrhagic episodes 
were encountered in 43 patients.12 The frequen- 
cy of hemorrhagic complications from anticoagu- 
lant therapy—most of which are never reported— 
is also evidenced by the fact that in an experience 
with 107 cases of fatal poisoning over a five year 
period, Dicumarol unexpectedly proved to be the 
most common cause of death resulting from drugs 
taken orally.13 

Most instances of poisoning by these drugs 
can be related directly to the lack of continued 
close follow-up of the patients, both clinically and 
by means of reliable prothrombin determinations. 
On the other hand, there is no doubt that bleeding 
can take place in the absence of severe hypopro- 
thrombinemia. For example, in one recent com- 
parative study of four prothrombinopenic anti- 
coagulant drugs, the prothrombin activity was 
considered within the therapeutic range in 13 of 
23 patients who evidenced bleeding.14 In another 
series of 70 bleeding episodes among patients re- 
ceiving anticoagulants, there were 11 bleeding 
episodes when the prothrombin time was recorded 
between 20 and 24.9 seconds, and three bleeding 
episodes when the prothrombin time was less than 
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-0 seconds.1* These experiences have been attrib- 
ted variously to variations in local blood flow, 
.apillary beds, platelets, and alterations affecting 
components of the coagulation mechanism other 
han the prothrombin concentration, namely, de- 
pression of Factor VII, Factor [IX (plasma throm- 
»oplastic component, Christmas factor), Factor X, 
plasma thromboplastin antecedent, the Hageman 
‘actor, and the Stuart-Prower factor.15 In both 
animals and man dying acutely after the admin- 
istration of massive doses of Dicumarol, the his- 
iologic picture has been one of dilatation of the 
capillaries and of the small arteries and veins.16-17 

Intra-abdominal bleeding has not received at- 
tention comparable to that directed to other sites 
of anticoagulant-induced hemorrhage (namely, 
cerebral, gastrointestinal from peptic ulcer and 
from other areas, pericardial, urinary tract, pul- 
monary, retroperitoneal, nasal, genital and cutane- 
ous). In one report of 35 patients dying of anti- 
coagulant-induced hemorrhage, intra-abdominal 
bleeding was listed in three instances.11 No men- 
tion has been made, however, of an associated 
induced intestinal obstruction. 

In the differential diagnosis of the ileus and 
profound peripheral vascular collapse in this par- 
ticular patient, the following considerations re- 
quired active deliberation: (1) unrecognized gas- 
trointestinal hemorrhage that had not yet become 
manifest in the form of melena or hematemesis; 
(2) a hematoma involving the bowel wall, pos- 
sibly following unrecognized nonpenetrating in- 
jury to the abdomen; (3) a mesenteric vascular 
accident; (4) reflex ileus associated with an acute 
myocardial infarction; (5) hemopericardium with 
cardiac tamponade; (6) massive retroperitoneal 
bleeding (the Ogilvie syndrome); (7) acute me- 
chanical bowel obstruction on the basis of long- 
standing and previously asymptomatic abdominal 
adhesions or other intra-abdominal pathology, 
possibly precipitated by a hemoperitoneum; and 
(8) adrenal hemorrhage. Most of these disorders 
have been considered in detail elsewhere by me!® 
and will not be further amplified. 

There have been interspersed reports of intra- 
abdominal bleeding due to anticoagulant therapy 
masquerading as acute abdominal disorders.?-19-21 
Cul-de-sac aspiration has been advocated as a 
simple method for corroborating the diagnosis of 
a suspected hemoperitoneum.? 

Bleeding into the adrenals was suspected in 
view of the patient’s profound shock that required 
continuous pressor therapy and parenteral cor- 
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tisone. On the other hand, the subsequent course, 
particularly observed at the time of laparotomy, 
tended to rule out this entity. This possibility de- 
serves attention, however, in the patient with long- 
standing hypertension who experiences shock in 
the absence of clinical or electrocardiographic evi- 
dences of an acute coronary episode, a cerebral 
vascular accident, overt hemorrhage or infection. 
There are two case reports of bilateral adrenal 
hemorrhage culminating in a fatal “Waterhouse- 
Friderichsen syndrome” that were clearly asso- 
ciated with Dicumarol therapy.22-23 This com- 
plication also has been observed in patients re- 
ceiving heparin. The hemorrhage variously may 
involve the entire gland, be confined to the medul- 
la, or take the form of scattered small hemor- 
rhages within the gland substance. In a review 
of 24 patients with spontaneous adrenal hemor- 
rhage, the striking frequency of abdominal (par- 
ticularly epigastric) pain, with or without true 
muscle rigidity, was impressive.2* The hemor- 
rhage extended into the periadrenal fat tissue in 
six cases, intraperitoneal hemorrhage being noted 
in two instances. 

The control of significant anticoagulant-in- 
duced hemorrhage in a patient with serious heart 
disease is obviously mandatory. Owing to her pro- 
found hemorrhage, anemia and shock, the patient 
in the case herein reported received fresh blood, 
a synthetic vitamin K, preparation intravenously, 
and Premarin Intravenous. There was a prompt 
cessation of the extensive cutaneous bleeding. By 
this time, however, the existing hemoperitoneum 
had produced sufficient peritoneal irritation to 
precipitate mechanical obstruction on the basis 
of previously asymptomatic adhesions. It is likely 
that this patient experienced the recurrent myo- 
cardial insult in large measure as a result of the 
hemorrhagic anemia. 

In view of the restoration of the original risk 
of thrombosis and the high incidence of “rebound” 
thromboembolism that occurs in the second to 
sixth week thereafter, one hesitates to discontinue 
suddenly and completely drugs of the coumarin 
series.25 With minor bleeding episodes, resort is 
usually made to temporary cessation of the anti- 
coagulant and the administration of a small dose 
of vitamin K or vitamin Ky, either orally or par- 
enterally, The author’s experiences with the use 
of oral and intravenous estrogens, both in spon- 
taneous bleeding and in bleeding related to dental 
surgery in patients receiving long term antico- 
agulant therapy, have been gratifying. These ex- 
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periences are being reported elsewhere in de- 


tail. 


26,27 The hemostatic effect of intravenous 


estrogen is attributable to an increase in the 
plasma Ac-globulin (Factor V),2%-29 a direct 
effect on the capillary bed involving a change of 
tissue mucopolysaccharides from the sol to gel 
state,39 and possibly an indirect mechanism in- 
volving the adrenals. 


Summary 
A case of mechanical intestinal obstruction 


complicating Dicumarol poisoning is presented. 
This complication was precipitated by hemoperi- 
toneum in a patient having previously asymp- 
tomatic abdominal adhesions. The pertinent liter- 
ature, differential diagnosis and treatment are re- 
viewed briefly. 
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Conceptions: It is tempting to speculate on 
the results if every American physician suddenly 
decided to start fresh on his politico-economic 
conceptions. To wipe his mind clean of the pre- 
dilections he has gathered. To disregard the spe- 
cial allegations and alarms of the missionaries of 


the true faith. To begin dispassionately to con- 
struct for himself a social credo built from the 
best available fact, Maybe he would end up with 
exactly the same dogmas to which he now ad- 
heres. And maybe not.—Lindsay E. Beaton, M.D., 
in Arizona Medicine, August 1961. 
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The Ablation of Rhitides by Chemical Means 


A Preliminary Report 


To look young is a desire which has been ever 
present and a desire which is likely to remain in 
the. minds of women (and men) forever. The 
plastic surgeon is faced almost daily with patients 
who are concerned about wrinkles of the face; 
however, the removal of rhitides (fine wrinkles of 
the face) is a problem as yet unsolved. Methods 
used at present include face lifting, dermabrasion, 
and application of certain chemicals to the skin. 
The latter method will be discussed here. 

Certainly, the conventional face lift offers 
marked improvement to the aging face; however, 
it is limited because the entire face cannot be 
lifted and the hundreds of tiny wrinkles, especial- 
ly those about the mouth and the corners of the 
eyes, remain relatively unimproved. Dermabra- 
sion also has the drawback that the eyelids and 
nose do not lend themselves well to this proce- 
dure. The topical application of certain keratoly- 
tic or keratocoagulating agents offers improve- 
ment which can be achieved by no other means 
presently employed, and all areas of the entire 
face can be treated, thus leaving no obvious skin 
color mismatch on the face. 

Both in southern California and in Florida, 
there are a number of “lay operators” who have 
set up “facial rejuvenation centers” and have 
used the so-called “face pealing” technique. One 
cannot help but be impressed with some of the 
favorable results which they at times achieve, but 
conversely, their inadequate knowledge of the 
toxicity of the material which they use cannot 
but cause more than moderate concern to intel- 
ligent persons who question their use. Certainly, 
a physician with some knowledge of pharmacol- 
ogy, toxicology, dermatology, and wound healing 
should be in a better position to judge the effec- 
tiveness of such a method as compared to the 
lay operator who has learned the technique from 
watching another who probably has little back- 
ground himself. 

With these thoughts in mind, a project was 
outlined and an investigation made into the 
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clinical application of various agents to see if the 
desired effect could be produced. Trichloracetic 
acid, salicylic acid, and phenol have been used 
more than other agents, and phenol was used as 
the active ingredient in this study. 

The dermatologist uses exfoliating agents as 
part of his everyday practice; however, the use 
for the purpose of covering larger areas, such as 
the entire face, has not been widely accepted. 

Apparently small quantities of phenol can be 
absorbed through the skin with no serious effects. 
According to the studies of Deichmann! 77 per 
cent of injected phenol is excreted in the urine; 
about 20 per cent is destroyed by being oxidized 
to carbon dioxide and water, and a small amount 
to pyrocatechol and hydroquinone; and traces are 
excreted in feces. 

Deichmann and Witherup? in their studies on 
phenol toxicity concluded that the extent of ab- 
sorption of phenol through the skin of a rabbit 
appears to be determined primarily by the extent 
of the skin exposed and not by the concentration 
of the aqueous solution. In the same studies, they 
demonstrated that the blood phenol level showed 
no consistent differences regardless of whether 
phenol solution was 7 per cent or 75 per cent. 
They did observe that the 7 per cent solution 
caused only mild skin irritation, whereas the 75 
per cent produced moderate to severe local 
changes. With these facts in mind, certain pre- 
cautions as to surface area treated were planned 
insofar as the systemic toxicity was concerned, 
but the amount used or the concentration was 
not considered to be a factor. 

Brown, Kaplan and Brown? stated that the 
histological explanation for the improved appear- 
ance of the skin is microscopic lamination and 
stratification of the collagen fibers with apparent 
compaction. They also stated that the change 
is permanent and not reversible. - 


Selection of Patients 


All patients in this series had the background 
and the procedure carefully explained to them 
insofar as possible. All subjects had the chemical 
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Fig. 1.—a. Appearance of a typical patient request- 
ing this procedure. Note Jarge number of tiny wrinkles 
in the face. b. Same patient after removal of the tiny 
wrinkles (rhitides) with chemical method as herein 
described. The loose skin of the neck was tightened by 
postauricular excision of the excess skin. c. Oblique 
pretreatment view. d. Oblique post-treatment view. 
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treatment carried out after tightening of the skin 
of the neck through a modified face-lift incision, 
principally by means of a postauricular approach. 


Technique 


The procedure is best done in the hospital 
with the patient well premedicated. A routine 
skin preparation with surgical soap and aqueous 
Zephiran is used. The solution is then made up 
fresh with the phenol concentration ranging from 
50 to 90 per cent, depending on the results of a 
skin test which is performed several weeks in 
advance. The local reaction in the test area deter- 
mines whether or not the phenol concentration 
should be increased or decreased. 

A typical solution would be as follows: 


Phenol 5 ce. 
Distilled water 4 cc. 
Croton oil 3 gtts. 
Septisol 5 gtts. 


This makes an approximate 50 to 55 per cent 
concentration. Experience in direct observation 
of clinical use of this solution has been the best 
guide as to strength, and it should be stressed 
that those who are interested in doing this proce- 
dure should observe the procedure in its entirity 
to avoid the many pitfalls which can occur. The 
entire face can be done with a small quantity of 
the solution, thus keep'ng the amounts of the 
agents used minimal. 

Boric acid ointment in copious amounts is ap- 
plied topically to the conjunctiva. Extreme care 
must be taken to avoid spilling the solution onto 
the surface of the eye. The solution is carefully 
applied to the face with ordinary cotton applica- 
ors. Upon its contact with the skin, the patient 
experiences a burning sensation which subsides 
within a few seconds due to the local anesthetic 
properties of phenol. The skin then assumes a 
whitish color and the solution dries rapidly. 

I prefer to do the forehead first, then each 
cheek, and then the chin and neck. By doing one 
area at a time and delaying about 30 minutes be- 
tween applications, one has added assurance that 
the agents are not absorbed over a short period 
of time. After the forehead is complete—this in- 
cludes all the forehead to just inside the hair line 
—waterproof adhesive tape is applied very care- 
fully, with special effort to see that all areas are 
covered evenly (a small amount of vaseline in 
the eyebrows prevents the tape from sticking 
there). The tape mask is placed just inside the 
treated area so that when the next segment of the 
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Fig. 2.—a. Mask in place. Note edema of left eyelid. The nostril rims and vermilion border of the lips are 
not treated. b. Immediately after removal of the mask which has been on for 48 hours. Thymol iodide USP 
has been sprinkled on the forehead and will be applied to the entire face. Facial edema is marked. Note also 
the maceration of the skin and fluid that has exuded onto the surface. 


face is treated, no areas will be missed. After the 
forehead is treated and the mask applied, with 
use of 30 minute time intervals, the right cheek 
is done, then the left cheek, the nose, and finally 
the chin and neck. When the tape is all on in 
single layers, it is reinforced with three or four 
more layers to insure complete waterproofness. 
The chemical application and mask should include 
the eyelids, but only to within % inch of their 
margins; the lips, but just short of the vermilion 
border; and the nose, but avoiding the alar rim 
and columella. If the vertical periorbital lines are 
deeper than average, the strength of the solution 
in these areas should be increased. The entire 
mask is then further reinforced with additional 
gauze squares to retain heat—a vital point for 
success. The patient is kept at absolute bed rest 
and moderately sedated for 48 hours. The diet 
is liquid, taken through a straw so that the mouth 
area is not cracked by the motion of eating. The 
patient should not talk and should be as quiet as 
possible. | 

Edema, especially of the eyelids, develops in 
12 to 24 hours, and in some patients has been 
quite severe, so much so that I now treat the up- 
per eyelids as a separate stage. Forty-eight hours 
following application, the patient is given mor- 
phine or Demerol, and the mask is pealed from 
the face. The pealing must be done very carefully. 
The use of cotton applicators to push the skin 
away from the mask is helpful. Removal of the 
mask is moderately painful, especially about the 
eyelids and neck. On removal of the mask, it will 
be noted that the outer layers of skin actually 
stick to the tape mask. There is maceration of the 
entire treated area and punctate hemorrhages are 








Fig. 3.—a. Pretreatment appearance of another pa- 
tient. b. Appearance three months following treatment. 


_. Note: All photographs were made by the author under 
identical conditions, and the negatives have not been retouched. 


present. The edema is quite marked (fig. 2b) aft- 
er the mask is entirely removed. Thymol iodide 
USP is sprinkled heavily on the face and is used 
when necessary thereafter to keep the surface dry. 
A thin eschar forms in the treated areas which 
spontaneously separates in five to eight days, at 
which time mineral oil is applied to the skin to 
prevent dryness. Within two weeks, regular make- 
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up can be used, and other than the erythema 
which remains for several weeks, there are few 
problems. The patient should avoid sunlight for 
three to six months if possible because of a ten- 
dency in some persons to pigmentation. All pa- 
tients are photographed preoperatively and post- 
operatively. 


Conclusions 


1. The use of chemical keratolytic and kera- 
tocoagulation agents as a method of removing 
rhitides seems to have definite merit, and if prop- 
erly used, these agents are useful to produce de- 
sired cosmetic effects. 

2. A careful selection of patients is impor- 
tant, both psychologically and physiologically. 

3. Extreme care must be used in applying 
the materials to the face. 

4. Careful clinical and photographic records 
should be kept. 

5. Those who wish to learn the technique 
should spend some time observing the procedure 
and working with a person with experience. 

6. All patients should have a pretested area 
before undergoing treatment. 

7. All patients should receive their treatment 
in the hospital. This is not an office or outpa- 
tient procedure. 
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8. The use of the technique is probably best 
carried out by physicians who have an under- 
standing of the basic principles of the physiology 
of the skin as well as the body as a whole, rather 
than by lay operators who are apt to have rather 
large gaps in their sphere of knowledge. 


Summary 


The use of a chemical solution to improve the 
appearance of the face is discussed. The ablation 
of rhitides (tiny wrinkles of the face) that can- 
not be removed by the conventional face lift is 
important to the patient who wants improvement 
of her entire face. In all patients treated so far, 
the loose skin of the neck was tightened surgically. 
This procedure is being used in the treatment of 
acne scars and other types of facial blemishes, 
and the results will be published in a subsequent 


report. 
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Acute Glaucoma Following Extraocular 
Surgery Despite Definitive Ocular Preven- 
tive Measures. By Sherman B. Forbes, M.D. 
South. M. J. 53:1147-1150 (Sept.) 1960. 

In the patient having glaucoma and needing 
an operation of a general nature, medication pre- 
paratory to general anesthesia, as well as certain 
postoperative factors, may present a hazard in 
terms of acute glaucoma. An illustrative case is 
presented here. It appears to be the second case 
to be reported in which all the criteria laid down 
were carried out in using scopolamine for preoper- 
ative medication in a glaucomatous patient with 
a resultant acute episode of the disease in both 
eyes. The patient had been under the supervision 
of the author over a number of years and prior 
to undergoing a hysterectomy, was known to 
have a chronic wide angle glaucoma associated 
with severe migraine and a psychopathic pattern. 
In spite of active preventive measures locally, 


including tonometric readings into the stage of 
surgical anesthesia, she experienced a severe acute 
attack of the disease on the first postoperative 
day. It is suggested that the pattern of glaucoma 
in this case may be largely explained on a neuro- 
vascular basis. The author believes that it would 
be well for the ophthalmologist to assume a more 
active role in supervising preventive measures in 
cases of this type. It is his responsibility to guard 
the patient with glaucoma from an acute attack 
possibly precipitated by medication incident to the 
operation, when undergoing extraocular surgical 
procedures. 


“Neck-Face Syndrome” Related tv 
Phenothiazine Drugs. By Alan S. Robinson, 
M.D. J. A. M. A. 173:504-506 (June 4) 1960. 

Since the introduction of the phenothiazine 
drugs, various neurological disorders resulting 
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from their use have been reported in the litera- 
ture. The term “neck-face syndrome” was first 
used by Shanon in discussing a group of patients 
treated with perphenazine (Trilafon) in whom 
dystonia involving the musculature of the face 
and neck developed. In this paper three cases are 
reported in which the patients manifesting this 
syndrome received different drugs of the pheno- 
thiazine group (perphenazine, thiopropazate [Dar- 
tal] and trifluoperazine [Stelazine]). Symptoms 
and signs described as features of the “neck-face 
syndrome” include protrusion, discoloration, arch- 
ing and rounding of the tongue, tonic spasm of the 
masticatory muscles, tight feeling in the throat, 
slurred speech, dysphagia, puckering of the lips, 
oculogyric crisis, trismus, grimacing, and spastic 
torticollis. Two dislocations of the jaw have been 
reported. That these untoward reactions usually 
occur after administration of only a few doses of 
one of the phenothiazine derivatives indicates a 
drug idiosyncrasy rather than cumulative toxicity. 
This syndrome follows a benign course and usual- 
ly subsides in four to 12 hours. Treatment in this 
series included use of a barbiturate and an anti- 
parkinson agent, the early symptomatic relief 
probably resulting from the former. Noteworthy 
is the pronounced associated anxiety of the 
patients, undoubtedly due to involvement of 
muscle groups controlling deglutition ard speech, 
with a resultant feeling of helplessness and im- 
pending suffocation. Although the incidence of 
these reactions is low, the psychological trauma 
associated with them should dissuade the over- 
zealous therapist from indiscriminate use of the 
phenothiazine drugs. 


Note: This is a very important report, It is hoped that this 
abstract will stimulate many physicians to read the entire paper. 
—Kenneth A. Morris, M.D. ’ 


Hemorrhagic Diathesis Associated with 
Long-Term Anticoagulant Therapy. By 
Paul W. Boyles, M.D. South. M. J. 53:441-446 
(April) 1960. 

The hemorrhagic diathesis associated with 
long term anticoagulant therapy in patients with 
“therapeutic” prothrombin times occurs with un- 
recognized frequency. This bleeding tendency is 
not related to a specific coagulation defect, but 
may involve multiple factors. In the investigation 
here reported, the coagulation defects of the blood 
of 35 patients with 41 episodes of bleeding as- 
sociated with long term anticoagulant therapy 
(Dicumarol, warfarin sodium, phenprocoumon, or 
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2-phenyl-1, 3-indandione) were studied with simi- 
lar results for the different anticoagulants. In ad- 
dition, long term observations were recorded of the 
coagulation defects in two patients on anticoagu- 
lant therapy. In this series a multiple deficiency 
of factors was associated with the hemorrhagic 
diathesis observed in these patients. Correction of 
some of these coagulation defects was effected in 
vivo within six hours by the intravenous admin- 
istration of vitamin K}. 


Polycystic Renal Disease with Renal and 
Splenic Artery Aneurysms. By Benedict R. 
Harrow and Jack A. Sloane. J. Urol. 84:447-452 
(Sept.) 1960. 

Polycystic disease of the kidneys is a congeni- 
tal and hereditary disease associated with many 
varied anomalies. In adults it is frequently asso- 
ciated with cerebral aneurysm along with liver 
and pancreatic cysts. These hereditary anomalies 
may be transmitted by a dominant, autosomal 
gene. In the case here reported the renal and 
splenic artery aneurysms were probably coin- 
cidental. Problems in the management of this 
case as well as the use of translumbar aortography 
and the incidence of renal and splenic aneurysms 
are discussed. Aortography should be used to 
diagnose calcified rings, the authors conclude, 
if surgical measures are anticipated. 


The Thimble Hook. By D. Ralph Millard, 
Jr., M.D., F.A.C.S. Plast, & Reconstruct. Surg. 
26:555-557 (Nov.) 1960. 

The emphasis in modern surgery has shifted 
from speed to gentleness, this author points out, 
and the epitome of this atraumatic technique is 
practiced by the plastic surgeon. It is he who has 
stressed the value of the hook, pointing out that 
its prick is less traumatic to tissue than the crush- 
ing clamp of a forceps. For surgeons who already 
favor the hook, he suggests that they may find 
most useful the thumb and finger thimble variety 
which he describes. A thimble mashed oval with 
its top cut off forms a ring which can be fitted to 
a gloved thumb or fingertip. If the dorsum of the 
ring thimble is divided, a spring clasp is formed 
which renders the fit even more adaptable. Short 
fine hooks can be soldered to the metal thimble 
ring in positions most efficient for everting wound 
edges and lightly lifting tissue, This instrument 
can be made by any physician with the aid of a 
dental technician or the Storz Instrument Com- 
pany can make it upon request. 
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It Is Worth It! 


Not long ago a rather intelligent woman patient asked me this question: 
“Doctor, why is it that the medical profession has to fight for its very existence?” 
My first impulse was to deny the implications in this question. On second thought, 
I realized that with all the propaganda being put forth in the various news mediums 
attacking the medical profession in one way or another, the average layman was see- 
ing only one side and could not fully understand my position if I denied it. Un- 
doubtedly there have been more and more attacks on the medical profession, chiefly 
aimed at the American Medical Association, in the past few years. A good example 
is what happened in the House Ways and Means Committee in the recent hearing on 
HR-4222, the King-Anderson Bill. Most of the supporters of this bill, as so ably 
pointed out by our own Dr. Ed Annis, were attacking the American Medical Asso- 
ciation rather than pointing out any features of the King-Anderson Bill. 

Why has this condition come to pass? Frankly, I admit that I am not able to 
answer this question completely. There are, however, several factors to be considered. 

1. We all realize that there is a trend toward a socialistic state which cannot 
be attained without first conquering medicine. The medical profession as a whole 
is against socialized medicine, and those favoring socialism are going to try to beat 
us down regardless of what tactics they have to use to do it. 

2. Medicine as a whole has taken the defensive attitude and until recently has 
seldom been recognized as taking the offensive although there are many instances 
through the years where it has. Most of us practicing medicine have been too busy 
doing what we were trained to do to take cognizance of the fact that our birthright 
as doctors is being taken away from us. Not even our worst enemies can say that 
we have not done a good job practicing medicine in the United States. 

3. Some in our profession have been too complacent and lackadaisical to care 
what was happening. There are some who are defeatists. I hope that these few are 
seeing the handwriting on the wall and will join with organized medicine in helping 
to defend American medicine and put our antagonists on the run. 

4. I regret to say that in our profession there are men who are arrogant and 
greedy, and who do not care for their profession and what it stands for but only for 
themselves. These men are few, I am glad to say, but it takes only one rotten apple 
to spoil a barrel. They should be culled out. 

It is a peculiar thing that doctors individually are greatly loved and honored 
by their patients, but collectively, such as the American Medical Association, the 
public as a whole is suspicious of them. I think here we have the key to solving this 
particular problem. Each doctor must do all in his power to sell the medical profes- 
sion to his patients, not in a boasting way but simply by trying to point out what 
medicine has done, what it is doing, and what it plans to do. 























Thanksgiving—again 


Thanksgiving should be a time of introspec- 
tion, when we consciously are grateful for the 
blessings we take for granted the rest of the 
year. How many of us have given thanks for 
being members of a profession which occupies it- 
self with the needs of other men? Giving of 
ourselves, relieving pain or anxiety in others, is 
so much a part of our life as physicians that 
gratitude for the opportunity is often smothered 
in resentment at interruption of family plans or 
overconcern with the business side of practice. 

“Now, if I carry out this oath and break it 
not, may I gain forever reputation among all men 
for my life and for my art. .. .” So ends the 
Jones translation of the Hippocratic Oath. It 
lends emphasis, not given by other translations, 
to the fact that each practitioner’s reputation 
reflects directly upon the entire profession. In 
recent years this has been brought forcibly home 
to the medical profession by innumerable articles 
and analyses by the capable and incapable which 
report a drastic tarnishing of the doctor’s “image,” 
presumably based on dissatisfaction by the pub- 
lic with a few physicians and projected to include 
all physicians. 

Isolated instances of mistreatment, nontreat- 
ment, or overcharging of older folks have been 
used by some to support federal control of the 
care of all oldsters. Fortunately, this control was 
not established by the 1961 Congress, but the 
issue is not dead. The following editorial, re- 
printed with permission from the Wall Street 
Journal, is worth reading and re-reading, for it 
highlights the tragic change which has taken 
place in the concept of charity. It does not place 
the blame at any door, but each of us might well 
question our own part in causing this trans- 


formation. 
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Charity Is a Dirty Word 
In the days of our childhood there were three 
things to abide in men forever, and the greatest 
of these was charity. 
For charity, in those days, meant a divine 
love for man, the benevolence of all men of good 
will toward their brothers. It was kind. It envied 
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not. It vaunted not itself. It was not puffed up. 
It was not gained simply by bestowing all one’s 
goods to feed the poor, becausé it was a thing of 
the heart without which man was nothing. 

So it was a word such men as Thomas Jeffer- 
son would use with dignity, deeming it the duty 
of each man by himself and all men joined to- 
gether to show it toward their neighbors. It was 
an honorable word with which to bespeak the re- 
sponsibility of the whole community for those 
among it who were old, sick or otherwise unfortu- 
nate. 

But not any longer. First the word itself lost 
its meaning, and those who would translate the 
message of St. Paul were constrained to speak 
only of love, a word of so many meanings as to 
have no meaning at all. 

And now, finally, charity has become a dirty 
word. In newspaper advertisements all across 
the land, paid from the rich coffers of the AFL- 
CIO, the word is spat out: Is medical care to be 
available for the needy as a handout—as public 
charity? It is a word from which good men shy 
as they arise to speak on the floor of the United 
States Senate. 

There they have been speaking about a sim- 
ple objective, to see that no old person goes with- 
out proper medical care because he lacks the 
means to provide it for himself. The question 
is, how? 

Now this problem, be it noted, is only how 
to care for a small minority; among the blessings 
Providence has bestowed on this country is that 
those among us who are needy are the few, not 
the many. So it would not be too costly or too 
difficult to set up a system—even one run by the 
Federal Government, if that is insisted upon— 
under which those in need might have a formal 
and orderly way to receive aid from the whole 
community. 

But to set a standard of need, we are told, 
would be public charity, and charity is an evil 
thing. It demeans a man to have to state that 
he is in need. So to care for this minority some 
people tell us we must put the medical care of 
every old person, fortunate and unfortunate alike, 
in the hands of the Federal Government. 
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Well, it’s true that men of pride and dignity 
do not welcome a situation in which they must 
turn to others for succor. Indeed, it is the desire 
not to be “beholden” that makes free men labor 
and save to provide for themselves and their own. 
But surely it is not “demeaning” for a man struck 
down by what he cannot help to be helped by his 
fellow human beings. There is no shame for the 
blind in being led by those who can see. 

What is truly demeaning is for the hale man, 
the free and self-reliant man, to be beholden to 
the Federal Government for his food or his shelter 
or his care in sickness. For then he lives not by 
the charity of his fellow men in his distress but 
simply by taking from them. It is thus that men 
of good will are shamed. 

Yet that is precisely what is proposed by those 
who treat charity as a dirty word. If all they 
really sought were succor for the unfortunate, 
charity would provide it. What they really seek 
is not succor for the needy, but a way to put all 
men upon the same level. If they can achieve a 


Visceral Larva Migrans 


The case report on “Visceral Larva Migrans” 
by Dr. Hilliard R. Reddick in the current issue 
of The Journal is timely. He directs attention to 
a disease, the recognition of which might easily 
be missed unless the clinician has a high index 
of suspicion and is aware of its variable mani- 
festations. 

As long ago as 1952, Beaver! reported three 
cases of youngsters in New Orleans who had 
hepatomegaly, anemia and marked eosinophilia, 
and who had a history of eating dirt. On laparot- 
omy, the livers were found to have eosinophilic 
granulomata, some of which contained living lar- 
vae of the dog roundworm (Toxocara canis). 
Snyder,2 as recently as July 1961, summarized 
the records of 20 children over a 10 year period 
at the Ochsner Clinic, in whom the clinical diag- 
nosis of visceral larva migrans had been made. 
In 10 of these the diagnosis was proved by liver 
biopsy. During the interim between these reports 
occasional contributions to the literature have 
emphasized the occurrence of the disease and the 
possibility of severe complications.*-6 The two 
articles mentioned emerged from experiences in 
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system where the Government provides all men 
with their needs, then no man shall have more 
than another. We will all, in time, take what 
Government provides. 

We do not know the word for this new spirit. 
But whatever it is, it has no kindness. It rests on 
envy and it vaunts itself, puffed up in the belief 
that it can do for all men better than all men can 
do for themselves. It is the same spirit that al- 
ready walks across wide areas of the world, where 
men are but numbers to be fed, clothed and 
nursed for other purposes than humanity. What- 
ever it calls itself, it is not a thing of the heart. 

And we are so old-fashioned as to wonder, if 
charity is to be lost to this new spirit, then how 
long there will abide faith in every man’s dignity 
and the hope that here we will preserve it? 

REPRINTED FROM 

THE WALL STREET JOURNAL 
Aucust 24, 1960 

“REVIEW AND OUTLOOK” 


Louisiana, but do not imply that the disease is 
restricted to that area. Dr. Reddick points out 
that it can, and does, happen here. 

It is generally agreed by investigators that 
the etiologic factor is the ingested ova of the 
canine roundworm (Toxocara canis) which can- 
not complete its usual life cycle in the human 
host. Symptoms apparently are caused by larval 
invasion of the liver, producing hepatomegaly with 
significant eosinophilia and often anemia. Almost 
invariably the victim has been a young child 
who eats dirt. Subsequent complications may 
occur from invasion of other tissues, especially 
the eye. These lesions, actually intraocular granu- 
lomata but resembling retinoblastoma, have some- 
times led to unncessary enucleation of the eye.4 

Unfortunately, there is at this time no ac- 
curate confirmation of diagnosis except by liver 
biopsy. To use the language of the bridge player, 
“a peep is more valuable than a finesse.” Visual 
inspection of the liver and the opportunity to 
obtain adequate biopsy material would seem to 
make the surgical approach more practical than 
the use of needle puncture. Perhaps, later, pre- 
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cipitin tests or isohemagglutinin titers may be 
of value, although results to date have been dis- 
appointing.> 

It is interesting that therapy consists primarily 
of symptomatic measures, other than the allitera- 
tive admonition: prevention of pica. Snyder? 
seemed favorably impressed with the use of di- 
ethylcarbamazine (Hetrazan). Pike® last year 
(1960), after use of several drugs in experimen- 
tally produced visceral larva migrans in mice, 
concluded that some of the failures of Hetrazan 
therapy in human cases may be due to inadequate 
dosage. 

Perhaps we have overlooked visceral larva 
migrans as a diagnostic possibility in some in- 
stances where persistent eosinophilia with hepa- 
tomegaly occurred in a small child. The situation 
must be ruled out on an individual basis. But, in 
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the absence of a clear-cut clinical picture or a 
specific diagnostic test other than biopsy, we must 
guard against using the disease as a diagnostic 
dumping ground. Dr. Reddick is to be congratu- 
lated for his excellent presentation of an unusual 
problem. 
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New Responsibilities of the State Board 


of Medical Examiners of Florida 


It is the duty of the State Board of Medical 
Examiners of Florida to license, by examination, 
qualified medical doctors and to police medical 
doctors who have been granted a license. The 
amendments to the Medical Practice Act, which 
were passed at the 1961 session of the legislature, 
will facilitate these duties. 

In order that applicants may be better quali- 
fied for the examination, it is now necessary that 
a year of approved internship be completed. 
Most states already had this requirement. Since 
the doctor is not prepared to practice immediate- 
ly following his graduation from medical school, 
it was believed that at least one year of approved 
internship should be required before the applicant 
is permitted to take the examination for a license 
to practice in Florida. Five years in private prac- 
tice may be substituted for the one year intern- 
ship. 

The amendment affecting most members of 
the profession is the requirement that an annual 
registration fee of $10 be paid to the State Board 
of Medical Examiners. This is in addition to the 
registration fee of $1 which is paid to the Florida 
State Board of Health. The fee will be used by 
the Board to carry out its disciplinary duties 


since investigators and additional office personnel, 
as well as hearings, will be required to perform 
these responsibilities. The Committee on Mem- 
bership and Discipline of the Florida Medical As- 
sociation will be utilized by the Board to assist in 
obtaining information concerning a member of 
the Association. 

Physicians must register with the State Board 
of Medical Examiners on or before Jan. 1, 1962, 
and each January 1 thereafter. Failure to do so 
will result in immediate suspension of license and 
a penalty of $10. 

The Medical Practice Act does not apply to 
physicians practicing in state institutions and 
to interns and residents pursuing accredited train- 
ing. House physicians not in approved training 
cannot practice in a hospital in this state without 
special consent from the State Board of Medical 
Examiners. 

Much has been said concerning the need for 
more adequate disciplining of the members of the 
medical profession. Insinuations have been made 
indicating that if it is not done within the profes- 
sion, it will be done by those outside the profes- 
sion. It is certain that medical doctors are better 
equipped to perform this duty than any other 
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person, group or profession. The task falls upon 
the State Board of Medical Examiners and the 
Florida Medical Association and will require the 
cooperation of all. It is hoped that the offenders 
are not many, but a small number can create an 
atmosphere of lack of confidence and doubt 
around the entire profession. To protect the 
many against the few, it is necessary to smoke 
the offenders out and turn the spotlight of truth 
upon them. 


HoMER L. Pearson Jr., M.D. 

SECRETARY-TREASURER 

STATE BoarD oF MEDICAL EXAMINERS 
OF FLORIDA 

MIAMI 


Refugee Physician Problems 


During the last year almost 80,000 Cuban 
exiles have entered the United States in their 
flight from Communism. The majority of them 
have settled in Florida, particularly the south- 
eastern part of the state. Among these emigrees 
are over 500 physicians, many of whom were in 
private practice. 

Two principal problems confront these col- 
leagues. The first problem is subsistence inas- 
much as all of them have left their belongings 
and savings behind. The second problem is that 
these physicians are unable to support themselves 
by using their professional skills. The unfortunate 
circumstance thus arises that in the presence of 
a nationwide shortage of interns, residence and 
rural practitioners, a large pool of skilled and 
practiced talent lies fallow. 

Naturally this country wishes foreign phy- 
sicians to be able to meet the same requirements 
which we demand of ourselves. The foreign 
graduate is therefore asked to meet two stand- 
ards: the national qualifying examination 
(ECFMG) and the requirements of the individ- 
ual states. The ECFMG examination requires a 
broad general knowledge of medicine, and the 
states usually insist upon citizenship prior to li- 
censure for a position other than on a house staff. 

In view of the fact that 85 per cent of the 
refugees have been in a specialty, the ECFMG 
presents a significant challenge, and since sub- 
sistence needs are immediate and charity is not 
desired, it is an additional obstacle to ask the 
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needy but experienced practitioner to meet the 
state requirements by serving a second internship 
or residency while waiting out the domiciliary 
period. 

The University of Miami has developed a 
broad intensive bilingual review course in Medi- 
cine, with concomitant courses in the English lan- 
guage. This course serves to shorten the prepara- 
tory time needed to pass the ECFMG. The 
domiciliary requirement remains unsolved. The 
majority of exiled physicians have indicated their 
desire to remain in this country as citizens. They 
have taken places as interns and residents and 
are applying for citizenship. A fortunate few have 
acquired appropriate employment as consultants 
in federal posts and on university faculties. The 
time may be ripe at this moment for our states 
to liberalize their laws and help solve our twofold 
problem: the need for physicians in many areas 
and the problem of resettlement of the physicians 
who are capable of passing our examinations. 


Emit P, Taxay, M.D. 
MIAMI 


The Loyal Opposition 


“The good news of God’s redeeming love and 
saving power, declared in the teaching of Jesus 
Christ, was proclaimed in His concern for suf- 
fering and His ministry of healing.” With these 
words invoking the advocacy of Divine Power, 
the General Board of the National Council of 
Churches, on Feb. 22, 1961 proceeded to adopt a 
resolution, including this quotation, calling for 
the federal government to institute a medical care 
program for the aged under the Social Security 
system. This resolution was passed after study, 
testimony, and research, none of which included 
any consultation with the American Medical As- 
sociation. 

As of May 10, 1961, the National Council 
of Churches had received a paltry 20 letters 
from physicians disapproving this action by the 
church group. 

A mimeographed letter to these dissenting 
physicians from the Reverend William Villuame, 
Executive Director of the National Council, is 
quite illuminating. For the most part, it is the 
old rehash of the responsibility of the churches 
to speak out on all issues, be they social, political 
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or economic—for all of these realms of human 
relations must have an ethical and moral com- 
ponent. 

The Reverend Mr. Villuame would have us all 
believe that the church is the final authority on 
all ethics and morality in human relations. In 
justifying the Council’s official statements, he 
points out that this body is a “representative 
assembly.” It is made up of elected representa- 
tives of the 33 member churches and their 40 
million members. The crux of the matter as to 
whom they represent is summarized: “The pro- 
nouncements, resolutions, and other actions of a 
General Assembly have precisely the status and 
weight of being actions of such a representative 
assembly; no more, no less. They will be useful 
as a guide to churches and to their members and 
to the nation and the world in finding God’s will, 
and doing it.” This little tickler succeeds in 
placing Social Security medical care in the realm 
of God’s will. The statement as a whole clearly 
indicates that the National Council truly repre- 
sents no church member—it serves only as a 
church-supported research, administrative, and 
propaganda device for economic, political and 
social action. The Reverend Mr. Villuame further 
quotes the General Assembly as stating, “The 
National Council has no authority over its 
churches or members; but never the less has a 
right to expect from them either loyal support or 
loyal opposition. . . .” 

Those physicians who are vitally concerned 
about the Social Security approach know this is 
the giant step necessary for socialization of medi- 
cal care in the United States. The socializers, 
including Reuther and the Socialist Party, ap- 
plaud this step as the opening wedge. The Na- 
tional Council of Churches and other religious 
organizations are driving the wedge with all 
the resources at their command. 

The National Council has made pronounce- 
ments on other matters: for recognition of Red 
China, against right to work laws, against the 
Bricker Amendment, against the Connally reser- 
vation on the World Court, and for the ascend- 
ancy of the United Nations over the United 
States. This is not a very pretty record from the 
conservative viewpoint, which espouses personal 
freedom as human freedom. 

Dissent is stirring, not in the form of loyal 
opposition. A small Methodist church in Missis- 
sippi has withdrawn recognition and financial 
support of the Council. A Methodist church in 
Texas has done the same. A high Episcopal offi- 
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cial in the West flatly states that the time has 
come to consider withdrawing the entire Episcopal 
Church from the Council. Another young Epis- 
copal minister said from the pulpit: “But the 
Council ought not to do what it is doing; coming 
out flat-footed for this or that side of some vexing 
and complicated political or economic problem, 
giving the impression this is the Christian point 
of view! Who can say what is the Christian point 
of view in such questions? Some Christians are 
socialists, some are monarchists.” His parishioners 
supported his beliefs by further stating that the 
church should make moral judgments, but not 
pretend to political wisdom. 

Physicians should and must educate them- 
selves about the enemies of medical care under 
the free enterprise system. They should be in the 
forefront of activities to influence intelligently 
individual and group thought and action in re- 
lation to political medicine. When necessary, as 
in the case of the National Council of Churches, 
we must question the validity of its existence. 

Haritan W. Jounston, M.D. 
JACKSONVILLE 
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Reflections on the Image of American 
Medicine 


Anyone who reads the slick prints today must 
have observed that every occupational group or 
institution is intensely preoccupied with its 
“image.” Indeed, to speculate about one’s image 
has become a contemporary obsession, in some- 
what the same way that the self-examination of 
one’s complexes and aggressions or the contem- 
plation of one’s navel has obsessed people at 
various times in the past. 

This agonizing solicitude about our public 
images testifies to the grotesque effect of the 
public relations philosophy on our present-day 
values and motivations. For ours is a society so 
bemused with manufactured symbols and vested 
illusions that most of us are more concerned 
with manipulating our images than with becom- 
ing what we want people to think we are. 

The medical profession, like every other group, 
has two images and back of both images, a reality. 
Our interior image is the picture we fondly in- 
dulge of ourselves, the picture we would dearly 
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love to project on the public screen. Our exterior 
image, of course, is the picture we actually do 
register in the popular mind. Neither image, as 
a rule, exactly coincides with the reality of our- 
selves. But if either or both images depart too 
radically from actuality, we are likely to be in 
deep trouble. 

Just as there are some physicians who treat 
the symptom rather than the disease, so there 
are some public relations practitioners who try to 
manipulate the image instead of improving the 
reality. A candid examination of one’s popular 
image should suggest diagnosis and treatment of 
the subject, with assurance that a shinier reality 
will project a happier image. 

Radio and television, some powerful labor 
unions, the natural gas industry, and most recent- 
ly the pharmaceutical manufacturers all provide 
eloquent examples of what can happen to a 
powerful group when its social image is sullied by 
revelation of questionable realities. 

The exterior images of personalities or groups 
in our frenetic society may be downgraded at 
varying speeds and by any one or a combination 
of causes, but the basic and inescapable fault is 
almost always a deep and elemental failure to 
match real performance with vaunted ideals. 

What can we say of American medicine’s 
popular image in 1960? 

It is perhaps both a major strength and a 
dangerous liability to the medical profession that 
the nature of its mission and the purity of its 
aspirations have combined to produce, historically, 
an image of great nobility. The traditional pic- 
ture of the physician is that of a learned and 
sacrificial man, who works all hours of the day 
and night, whose “prime object .. . is . . . service 
to humanity,” and for whom “reward or financial 
gain is a subordinate consideration.” But this 
ideal physician is an anachronism in an age in 
which the rest of us work feverishly (but only 
five days a week and from nine to five) in un- 
abashed pursuit of the “quick buck”; and in a 
society where power, glamour and conspicuous 
consumption seem to make a mockery of humility, 
modesty, and the life of service. 

To trace the myriad convoluted trends and 
circumstances that have altered and in my opin- 
ion tarnished the popular image of the modern 
physician would require at least a volume. 

In this limited space, we will consider only 
one element, but, I think, a central one, in the 
deterioration of that image. I refer to the factor 
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of remoteness, of the lack of personal involve- 
ment between patient and doctor. Compared to 
the emotional content of the doctor-patient rela- 
tionship fifty years ago, one might almost charac- 
terize that relationship in our day as an estrange- 
ment. 

Part of the price we have paid for the scien- 
tific benefits of specialization has been to separate 
physicians from one another and to circumscribe 
the interest and concern of each physician both 
with respect to the people as a whole and with 
regard to any one patient. 

Science has given physicians so many instru- 
ments to test and treat disease, and the doctor’s 
understanding of disease itself has so far outpaced 
his understanding of the patient, that the person- 
ality of the physician has gone into partial eclipse 
along with the art of medicine. Indeed, it seems 
that many people today respect and admire the 
apparatus and institutions of medicine more than 
they do the physicians who alone can give them 
any function. 

All this is profoundly ‘regrettable in what we 
all recognize as an age of insecurity, in which 
the truest definition of an optimist is one who 
thinks the future is uncertain. 

The estrangement of medicine from modern 
society is remarkable in the political and social 
arena, too. With its intense inherent attachment 
to the principle of individual responsibility, and 
its insistence on the individual patient, rather 
than society, as the proper object of rehabilita- 
tion, medicine again finds itself somewhat out of 
touch with the dominant social philosophies of 
our times. 

Thus there are radical differences between the 
ideals of the individual physician and those of 
his fellow workers in our affluent society, and 
there is also a radical conflict between the profes- 
sion’s social outlook and the popular ideologies of 
our day. 

These conflicts pose some extraordinarily dif- 
ficult problems from a public relations viewpoint. 
For it is one of the easiest tricks in the trade to 
portray the individual physician’s attachment to 
individualism as blind selfishness, ignorant reac- 
tionism, and antisocial obstructionism. 

We must all be realistic enough to admit that 
organized medicine’s activities in the socioeco- 
nomic realm have not always been utterly devoid 
of crass self-interest. Medicine has been far too 
slow in recognizing the fact that modern medical 
care is now so highly respected and so universally 
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coveted that it has become a basic human right, 
along with liberty, breathing, and the right to 
have a TV set. American medicine in the 1960’s 
will undoubtedly confront some crucial issues, in 
which the man in the street will make the ultimate 
decisions. Whether or not he harkens to the 
voice of medicine, urging him to leave intact the 
basic freedoms under which physicians can con- 
tinue to progress in scientific skill and can prac- 
tice the art of healing for the direct and exclusive 
benefit of the patient—all this will depend on 
the image of the physician and of the profession 
as a whole that rests in the mind and heart of the 
average American citizen. 


Question: My secretary uses the standard book- 
keeping system on patients’ accounts—the day 
book and individual ledger cards. She usually 
itemizes on the professional size statement form, 
and uses window envelopes. Recently she has 
had to work after the usual hours to get out the 
end-of-month bills. I am not ready for a radical 
change of routine or the purchase of a fancy sys- 
tem or machine. Is there anything you can sug- 
gest to save time in this work? 


Answer: Continuous form statements can save 
considerable time over individual statements 
which must be individually inserted and aligned. 
These cannot be produced by the average job 
printer, but are available from several large print- 
ing companies. Only one, however, to our knowl- 
edge, offers continuous form statements in lots 
small enough and at prices reasonable enough to 
be practical to the profession. Purchases in lots 
of 2,000 to 10,000 statements, at modest cost, 
can be made from the Debisteve Company, 713 S. 
Tenth St., Minneapolis 4, Minn. The panel would 
be interested in knowing of any other sources 
competitive to Debisteve. 





Questions and comments on appropriate economic 
and practice management problems are invited for 
publication in this column. Answers to your questions 
will be provided by a panel composed of various Florida 
members of the Medical-Dental-Hospital Bureaus of 


America. 
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The image of the physician will be shaped 
and colored by his daily performance, by the 
qualities of dedication and consideration he dis- 
plays in his daily rounds. 

And it would appear that the average citizen’s 
image of American medicine as a whole can be 
vastly enhanced not by any radical change of 
social policy, but by a better exposition of policy, 
and by a more skillful and imaginative public 
interpretation of the ideals and principles which 
have enabled American medicine to reach its 
present high level of effective service to ailing 
humanity.—J. E. B. 

New York State J. Med. 
60:3216-3217 (Oct. 15) 1960. 
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Cycle billing is another device for reducing 
the peak load of month-end billing. The alphabet 
may be divided, for example, into five parts con- 
taining approximately the same number of pa- 
tients’ accounts. One-fifth of the billing process 
is done, then, on each of five days rather than 
the entire job on one day. By planning ahead, 
the process would be started in time to release 
the last bill in time to have it delivered to the 
patient by the first of the month. 


Question: What is new on the Florida Profes- 
sional Corporation? 


Answer: There may be much going on of which 
the panel is not informed. This is a matter for 
close liaison with your attorney. We hear that 
the position of the Florida law has been strength- 
ened by recent rulings of the Attorney General 
of Florida to the effect (1) that the special type 
professional corporation may revert to the ordi- 
nary type Florida corporation upon the death of 
the physician, thus allowing a corporate life be- 
yond that of the natural individual, and (2) the 
professional corporation may be organized with 
only one officer and one director. On the other 
hand, the Internal Revenue Commissioner in 
Washington has passed down the word that prob- 
ably it will be near the end of 1961 before a ruling 
on the Florida law may be expected. There are 
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two distinct schools of thought on this matter. 
One says, “Do it now, for tomorrow may be too 
late,” and the other follows the conservative view, 
“Let the other guy stick out his neck; I’ll do it 
later if it proves safe.” 


Question: Why can out-of-town collection agen- 
cies offer 10 per cent rates when local bureaus 
charge 33 per cent to 50 per cent of amounts 
collected? 


Answer: Any collection bureau can make a 
profit at a 10 per cent rate by “creaming the ac- 
counts.” In fact, any out-of-town agency is limit- 
ed to generally ineffective correspondence ap- 
proaches which are a small part of the tools of 
the local bureau. The 10 per cent collector can- 
not afford to do an effective tracing job, must 
select those accounts which appear easy to collect 
and leave the rest with a superficial mail contact. 
This is borne out by the fact that among the 


Scientific Session 


Florida Society of Anesthesiologists 


The annual scientific session of the Florida 
Society of Anesthesiologists was held September 
16-17 at The Carousel in Daytona Beach. 
Speakers included Dr. David A. Davis, Professor 
of Anesthesiology, University of North Carolina 
School of Medicine, Chapel Hill, N. C., who dis- 
cussed “The Question of Operating Room Moni- 
toring,’ and Dr. T. W. Andersen, Assistant Pro- 
fessor in Anesthesiology, Department of Surgery, 
University of Florida College of Medicine, Gaines- 
ville, whose subject was ‘“The Effect of Anesthesia 
on the Response to Vasopressors in Man.” 

Dr. Davis prefaced his remarks by stating 
that there is and should be no substitute for the 
diligent use of “the eyeball, the finger, and the 
ear” as monitoring devices. Electronic monitoring 
devices should be used in addition to these pri- 
mary devices, never instead of them. 

Under this heading, The Journal presents information 


gathered by Florida physicians attending the various 
medical meetings. The thoughts expressed are those 


reported by the author and are not intended as scientific 
references. 
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established specialized collectors across the nation 
it costs in excess of 35 cents to collect each dollar. | 
This estimate does not take into consideration the 
adverse character of Florida laws affecting collec- 
tion of just debts, and the very large number of 
“skip” accounts referred to local bureaus in the 
tourist sections of the state; your local bureau 
could have a considerably higher cost ratio. 
The amount of recovery and the character of 
the collection process are more important than 
the collection rate. No ill will or grievances 
should result from the collector’s actions; rather, 
his approach includes clarification of misunder- 
standings and full consideration of the circum- 
stances of each case, if he is the man you should 
use. Given your full cooperation and sufficient 
time, your local bureau can recover several times 
the amount from your “salvage” accounts ordi- 
narily achieved by the nonresident collector. 


CLINICAL COMMENT 


The purpose of electronic monitoring should 
be instantaneous recording and measuring of any 
physiological process of interest to the anes- 
thesiologist. ““The device should be simple and 
easily used by anyone in any operating room 
at any time. It is recognized that today’s moni- 
toring equipment is not satisfactory and is far 
too complicated for the average physician to use.” 

Electrical engineering of today’s caliber can 
provide monitoring devices for almost any con- 
ceivable physiologic process. There is, however, 
a severe problem of engineer-physician liaison. 
The engineers have little knowledge of medical 
problems, and physicians seldom understand what 
is available in the engineering field. Further, ex- 
pert anesthesiologists cannot agree among them- 
selves on what is needed—even what is the single 
most important item to be monitored. 

The following are some of the more common 
modalities being monitored in today’s operating 
rooms: (1) The electrocardiograph furnishes 
data from which one can note changes in the 
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heart rate, the presence of ectopic and premature 
beats, the loss of P-waves, S-T depression, and 
so forth. All of these are signs of abnormality in 
the patient’s homeostasis. (2) Pressures, both 
intra-arterial and intravenous, during surgery 
and in the postoperative period are easily moni- 
tored. There is in development an apparatus for 
measuring blood flow in an artery or an organ 
without the introduction of intra-arterial materials 
or catheterization of the artery itself. Such ap- 
paratus is not available for common usage at 
the present time. Evidence from data collected 
from such monitors indicates that blood pressure 
is not necessarily related to blood flow. (3) 
Ventilation can be monitored in various ways. 
The ideal method should be monitoring of the 
end result of ventilation, namely, oxygen and 
carbon dioxide tensions in the tissues themselves, 
as in the heart and brain. This now is possible 
also. 


Dr. Davis in conclusion attempted to sum- 
marize this subject by answering the question: 
“Why use operating room monitoring devices?” 
He stated that since virtually all patients at 
North Carolina Memorial Hospital are studied 
with electronic monitoring devices, many of them 
exhibit unexpected and unanticipated abnormal- 
ities in homeostasis. Further, Dr. Davis stated 
that since widespread monitoring has been in- 
stituted, there has been a general improvement 
in patients’ operative and postoperative condition. 
He attributed this improvement to more careful 
and watchful administration of the anesthetic, 
brought about by correction or attempted cor- 
rection of many subclinical abnormalities dis- 
covered via the monitoring devices. 


Dr. Andersen, in discussing anesthesia’s effect 
on the response to vasopressors in man, stated 
that everyone in anesthesia indulges in polyphar- 
macy to some extent. The object of this begin- 
ning study is to seek unknown, unnoticed, or 
unwanted side effects due to any two or three 
of these combinations of drugs. The vasopressor 
chosen for this study was Wyamine. The “other 
drugs” for the interaction study were various 
anesthetic agents. 


The experiment was set up as follows: Patients 
with normal cardiovascular systems were selected. 
They were divided into two groups, namely, those 
anesthetized with cyclopropane and those anes- 
thetized with intravenous nitrous oxide. In each 
group identical dosages of Wyamine were ad- 
ministered, based on the patient’s weight. Blood 
pressure, pulse, and other processes were mon- 
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itored. In each group three doses of increasing 
amounts of Wyamine were administered, mon- 
itoring the results following each dose until a 
stable blood pressure plateau was reached. Then 
these patients were lightly anesthetized according 
to their group, and again these modalities were 
carefully monitored. After stabilizing, three identi- 
cal dosages of Wyamine were again administered 
as previously and these results recorded. 


Results and Summary.—Wyamine, according 
to the literature, is a drug possessing primary 
cardiac action and little peripheral action. These 
results seem to refute this. Based on records from 
monitored data and calculations of cardiac output, 
Wyamine was found to have little effect on cardiac 
output directly (it certainly does not in- 
crease cardiac output). The main effect of Wya- 
mine is peripheral vasoconstriction. Blood pres- 
sure responses to Wyamine after anesthesia could 
not be predicted by known responses to either 
agent given alone. There was definitely a syner- 
gistic response or interaction noted in both groups 
of patients. In one patient delayed atrioventric- 
ular conduction occurred (Wenckebach phenom- 
enon), which disappeared on discontinuance of 
the anesthetic agent. 


Certainly, everything is not known about 
the inner action of these drugs. The anesthesiol- 
ogist should be alert and on the lookout con- 
stantly for unwanted and unknown responses to 
combinations of anesthetic and ancillary drugs. 


Joun W. Carrey Jr., M.D. 
JACKSONVILLE 


Committee on Scientific Work 
Issues Last Call for Papers 
For Annual Meeting Program 


The Committee on Scientific Work of the 
Florida Medical Association has announced that 
the deadline for submission of papers for consid- 
eration for the program of the Annual Meeting is 
November 20. Physicians desiring a place on the 
program should submit to the Committee an ab- 
stract of not more than 50 words, or the complete 
paper. 

The Scientific Exhibit, being confined to pres- 
entations by physicians only at the 1962 meet- 


ing, should be of particular interest. The Com- 


mittee at its meeting in early December will 
consider short descriptions of proposed exhibits. 
Physicians should submit a description prior to 
November 20. 
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Dr. S. Carnes Harvard of Brooksville, Presi- 
dent of the Florida Medical Association, attended 
the meeting of the Gulf Coast Clinical Society 
held October 14 at Pensacola. 

aw 

Dr. Thomas S. Edwards of Jacksonville pre- 
sented a paper before the Section on Ophthal- 
mology and Otolaryngology at the 55th annual 
meeting of the Southren Medical Association held 
at Dallas on November 6-9. 


aw 
Dr. Sherman B. Forbes of Tampa presented 
an instructional course on cyclodiathermy at the 
annual meeting of the American Academy of 
Ophthalmology and Otolaryngology held in Chi- 
cago in October. 
aw 
Dr. George T. Harrell of Gainesville, Dean of 
the University of Florida College of Medicine, 
was principal speaker at the September 25 meet- 
ing of the Meninak Club of Jacksonville. Dr. 
Harrell’s topic was medical education. 


a 
Dr. Samuel M. Day of Jacksonville, Secretary- 
Treasurer of the Florida Medical Assoication, was 
guest speaker at a recent meeting of the Southside 
Kiwanis Club of Jacksonville. Dr. Day discussed 
“Local Responsibility.” 
aw 
The December 9 Post Graduate Cardiac Sur- 
gical Colloquia presented by the Section of Tho- 
racic and Cardiovascular Surgery of the Univer- 
sity of Miami School of Medicine will be con- 
ducted by Dr. C. Walton Lillehei, Professor of 
Surgery, University of Minnesota School of Medi- 
cine. The subject is “Surgical Consideration in 
the Repair of Ventricular Septal Defect with Pul- 
monary Hypertension.” The Colloquia is one in 
a series being presented by the School of Medi- 
cine at Jackson Memorial Hospital. 


aw 
Drs. Clifford C. Snyder and Robert A. Nelson 
Jr. of Miami and Dr. William F. Enneking of 
Gainesville participated in the Symposium on 
Immunologic Disorders and Transplantations pre- 
sented at the 55th annual meeting of the South- 
ern Medical Association held November 6-9 at 


Dallas. 





NEWS-PERSONALS 


Florida physicians participating in the pro- 
gram of the Ninth Annual Diabetes Seminar pre- 
sented by the Florida Diabetes Association Octo- 
ber 18-20 at Miami Beach included Dr. Morris 
B. Seltzer of Daytona Beach, president of the 
Association; Dr. Theodore F. Hahn Jr. of De- 
land, president-elect; Dr. George H. Garmany 
of Tallahassee; Dr. Sidney Davidson of Lake 
Worth; Dr. Fred Mathers of Orlando, and Drs. 
A. Gorman Hills and Joel B. Mann of Miami, 
and Drs. William C. Thomas Jr. and Joseph C. 
Shipp of Gainesville. 


ya 
Dr. Edward C. Burns Jr. of Lake Wales was 
a recent speaker at the luncheon meeting of the 
Lake Wales Rotary Club. Dr. Burns presented 
a film entitled “The Invisible Enemy,” dealing 
with the subject of nuclear radiation and fallout. 


4 
The Third Annual Fall Meeting of the Flor- 
ida State Surgical Division of the International 
College of Surgeons is being held December 1-2 
at the University of Florida College of Medicine 
in Gainesville, according to announcement by Dr. 
Raymond J. Fitzpatrick of Gainesville, president. 
Dr. James A. McLeod of Orlando is program 
chairman. Guest speaker is Dr. John B. O’Don- 
oghue, secretary and president-elect of the Unit- 
ed States Section of the International College of 
Surgeons. 
a 
Dr. Edward Jelks of Jacksonville has been 
reappointed by Governor Farris Bryant as a 
member of the Duval County Hospital Board. 


Zw 
Dr. Dwight J. Wharton of Jacksonville at- 
tended the meeting of the Southern Tuberculosis 
Association and Thoracic Society at Hot Springs, 
Va., in September where he served as a member 
of the panel which discussed “Eradication, A 
Many Functioned Thing.” 


aw 
Senator George A. Smathers was guest speaker 
at the October meeting of the Broward County 
Medical Association held at the Pier 66 Yacht 
Club in Fort Lauderdale. At the September meet- 
ing, Col. George M. Knouf from Cape Canaveral 
discussed “‘Medical Support of Space Operations.” 
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Dr. Walter W. Sackett Jr. of Miami attended 
. recent conference in Washington, D.C., on Dia- 
»etes and Arthritis sponsored by the U. S. Public 
fealth Service. He is a special consultant. 


—s 


A course in Principles in Rehabilitation of the 
Physically Handicapped will be given under the 
sponsorship of the University of Miami School of 
Medicine and the Rehabilitation Center for Crip- 
pled Children and Adults December 4-8. Dr. Pedro 
Arroyo, medical director of the Center, is in 
charge of the program. 
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A postgraduate course in “Current Concepts 
in Cardiology” by Dr, Bernard Lown of Boston 
is being presented by Mount Sinai Hospital of 
Miami Beach on November 27 - December 1. 
Evening sessions begin at 8:00. 


aw 


Dr. William W. Trice Jr. of Tampa was guest 
speaker at the the September meeting of the Lake 
County Medical Society held at Leesburg. The 
title of Dr. Trice’s address was “Defects in Blood 
Clotting Mechanism and Hypoafibrinogenemia.” 





MEETINGS 











November 


2nd Postgraduate Medical Seminar Cruise, Nov. 2-12, 
S. S. Hanseatic, College of Medicine, University oi 
Florida, Gainesville 

Seminar in Clinical Medicine and Surgery, Nov. 12, Hotel 
Robert Meyer, Jacksonville - 

Florida Urological Society, Nov. 3-5, The Inn, Ponte 
Vedra, Fila. 

Florida Pediatric Society, Nov. 9-12, Cherry Plaza Hotel, 
Orlando 


December 


Florida Obstetric and Gynecologic Society, Dec. 3-4, 
Gault Ocean Mile Hotzl, Fort Lauderdale 

Florida State Surgical Division, International College of 
Surgeons, Dec. 1-2, College of Medicine, University 
of Florida, Gainesville 


January 


Seminar in Obstetrics and Gynecology, Jan. 11-12, College 
of Medicine, University of Florida, Gainesville 

Conference of County Medical Society Presidents and 
Secretaries, Jan. 13-14, Hotel Robert Meyer, Jack- 
sonville 

Seminar in Pediatric Surgery, Jan. 25-27, College of 
Medicine, University of Florida, Gainesville 

Midwinter Seminar in Ophthalmology and Otolaryngology, 
Jan. 28-Feb. 4, Hotel Americana, Miami Beach. 
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Medical Licenses Granted 


Dr. Homer L. Pearson Jr., secretary of the 
State Board of Medical Examiners, has reported 
that of the 411 applicants who took the exami- 
nation of the Board held June 26-27, at Miami 
Beach, 355 passed and have been issued licenses 
to practice medicine in Florida. The names, 
towns, medical school and year of graduation of 
the successful applicants follow: 


Alford, Donald Owen, Gainesville (U. Florida 1961) 

Andreae, Robert Lee, Phoenixville, Pa. (U. Tennessee 
1955) 

Arbisi, Gaspare Ronald, St. Petersburg (U. Miami 1961) 

Ariail, William Thomas, Cornelia, Ga. (M.C. Georgia 
1955) 

Arnas, George Manuel, Weirton, W. Va. (Jefferson M.C. 
1956) 

Arnoult, Mathew Blake, Memphis, Tenn. (U. Tennessee 
1943) 

Arrants, Jack E., Gainesville (U. Virginia 1959) 

Atkin, Norman, Miami Beach (Ohio St. U. 1954) 

Barnett, Andrew Felix, Tampa (U. Illinois Med. 1932) 

Barofsky, Norman, Brooklyn (U. Geneva 1959) 

Barrs, Jack Leonard, Jacksonville (U. Miami 1961) 

Baumeister, Frank Johnson Jr., Miami (U. Miami 1961) 

Benefield, Joseph Irwin, Lake City (U. de Nuevo Leon 
1955) 

Bennett, George Ernest Jr., Miami (U. Florida 1961) 

Bercaw, Peter, Miami (U. Virginia 1956) 

Berman, Aaron Melvin, Miami (Ohio St. U. 1960) 

Bibb, William Johnson, Pensacola (U. Tennessee 1955) 

Bonbrest, Helen Constance, Chicago (George Washington 
U. 1960) 

Bookhardt, Alfred Leroy, (Col.) New Smyrna Beach 
(Howard U. 1957) 

Booras, William Peter, Jacksonville Beach (U. Miami 
1961) 

Borden, Robert Starr, St. Albans, N.Y. (U. Florida 1961) 

Bosacco, David, St. Petersburg (Hahnemann M. C. 1960) 

Boyd, Greydon G., Delray Beach (Harvard M.S. 1928) 

Brady, John Jennings, Dearborn, Mich. (Marquette U. 
1954) 

Brady, Paul Edgar, St. Petersburg (M.C. Virginia 1943) 

Braunstein, Leonard, Boston (Chicago M.S. 1954) 

Brenner, Richard Wolff, Fort Lee, N. J. (Columbia U. 
1958) 

Brewer, Philip Lee, Atlanta, Ga. (Emory U. 1961) 

Brewer, Thomas Harrington, Miami (Tulane U. 1949) 

Bronstein, Edwin Samuel, Forest Hills, N. Y. (St. U. of 
New York 1959) 

Broussard, William Joseph, San Francisco (U. Minnesota 
1959) 

Bryan, Ruepert Don, Orlando (U. Mississippi 1960) 

Buckner, Charles Marbury Jr., Durham, N. C. (U. Florida 
1958) 

Burns, Marshall A., Jacksonville (Tulane U. 1961) 

Burns, Matthew Lynwood, Lake City (Emory U. 1961) 

Burquest, Bret Owen, Philadelphia (U. Miami 1961) 

Cacciatore, Henry Anthony, Tampa (U. Miami 1961) 

Calise, Peter Joseph, Columbia, Mo. (Washington U. 
1955) 

Carbonara, Francis John, Hampton, Va. (Bologna U., 
Italy 1952) 

Carbonell, Manuel Luis, Miami (Marquette U. 1958) 

Carducci, Alexander Thomas, Orlando (Wayne U. 1955) 

Carr, Charles Adrian, Miami (St. Louis U. 1958) 

Carter, Robert Alfred, Lake Park, Ga. (M.C. Georgia 
1960) 

Cassidy, Wiliam John, Miami (Georgetown U. 1960) 

Cavanagh, Denis, Coral Gables (Glasgow U., Scotland 
1952) 

Childress, Robert C., Gainesville (Indiana U. 1954) 

Chisholm, Leslie Lee Jr., Tampa (U. Nebraska 1960) 
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Clark, Joel Arnold Jr., New York (U. Virginia 1956) 

Clayton, Jill Marshall, Jacksonville (U. Birmingham, 
Eng. 1955) 

Clemente, Celestino, Glen Ridge, N. J. (U. Pennsylvania 
1945) 

Cochran, Emerson Bryan, Augusta, Ga. (M.C. Georgia 
1959) 

Cohen, Murray Neil, Brooklyn (New York M.C. 1961) 

Cohen, Samuel Moses, Staten Island, N. Y. (U. Miami 
1961) 

Cohen, Saul Herbert, Charleston, S.C. (U. Florida 1961) 

Condo, Frederick Joseph, Miami (U. Miami 1961) 

Cooksey, Edwin Van, Miami (Emory U. 1961) 

Cooley, Stephen Girard Earle, New York (U. Pennsy- 
Ivania 1948) 

Copeland, Clyde Xenophon Jr., Gainesville (Tulane U. 
1959) 

Cotton, Bernice Philip, Panama City (U. Miami 1961) 

Cox, Charles W., Miami (U. Tennessee 1960) 

Cox, Daniel Baker, Gainesville (U. Miami 1961) 

Crawford, Porter Foskett, Kalamazoo, Mich. (Western 
Reserve 1946) 

Crews, Roger Daniel Jr., Houston, Texas (Baylor U. 
1955) 

Crowley, Herbert Reily, Miami (Boston U. 1960) 

Crum, Patricia Swearingen, Ocklawaha (U. Pennsylvania 
1957) 

Cushner, Gilbert Bernard, Coral Gables (U. Maryland 
1958) 

Dalton, John Joseph Jr., Bryn Mawr, Pa. (U. Vermont 
1960) 

Das Neves, Fernando, Chattahoochee (U. Brazil 1946) 

David, Ronald Francis, Miami (Bowman Gray 1961) 

Davis, James Karnes, Gainesville (Duke 1960) 

Dickhaus, Alfred Joseph, Gainesville (U. Florida 1961) 


Dismukes, William Paul Jr., Miami (Washington U. 
1960) 

Dillman, Richard Sherwood, Ann Arbor, Mich. (U. Michi- 
gan 1956) 

Ditmore, Harry Boaz Jr., Fort Knox, Ky. (Harvard 
1953) 


Donelan, Richard Thomas, Lake City (Tufts 1949) 

Donelson, Martin Jr., Danville, Va. (U. Virginia 1942) 

Downey, James Lewis, New York (Columbia U. 1960) 

Dunn, Harrison, Miami Beach (U. Amsterdam, Holland 
1958) 

Dunn, Worth Isom, Tampa (U. Tennessee 1950) 

Duperret, Donald Lucien, Washington, D.C. 
M.C. 1957) 

Duvoisin, Peter Marc, Clearwater Beach (Duke U. 1960) 

Dyke, Charles Jan, Washington, D. C. (Cornell 1960) 

Eardley, Donald Keith, Gainesville (U. Arkansas 1957) 


(Cornell 
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Elder, Sam Fletcher Jr., Miami (U. Miami 1°61) 

Ellerman, Norman, Miami (U. Miami 1961) 

Erbs, Ronald Charles, Miami Springs (U. Miami 1661) 

Evans, Geoge Holden, Fort Meade (U. Miami 1961) 

Evans, Joseph Salvator, Opa Locka (Albert Einstein M. 
C. 1961) 

Fajardo, Lydia Soler, Miami (Temple 1°60) 

Fausnaugh, Cloyde Lowell, Eau Gallie (U. Pennsylvania 
1951) 

Fein, Arthur Leonard, Baltimore (Bowman Gray 1959) 

Feldman, Hobart Theodore, Allentown, Pa. (U. Pitts- 
burgh 1946) 

Feldman, Mark, Brooklyn (U. Miami 1961) 

Feldman, Martin Preville, Coral Gables (Harvard 1955) 

Fellner, Donald Weber Sibley II, Houston, Texas (U. 
Florida 1961) 

Ferguson, Kenneth Griffith, Lakeland (U. Florida 1961) 

Field, Roddy Allen III, Orlando (Emory 1957) 

Fischer, Frank John, Babson Park (U. Florida 1961) 

Fletcher, Gerald Floyd, Statesboro, Ga. (Emory 1961) 

Fletcher, Robert Rowland, Savannah, Ga. (U. Puerto Rico 
1955) 

Flipse, Elizabeth Ann Randolph, Miami (Washington U. 
1959) 

Fogel, Bernard J., Coral Gables (U. Miami 1961) 

Forest, John Alexander Johnson Jr., Dover, Del. (Temple 
1953) 

Fort, Lynn II, West Palm Beach (Duke 1°60) 

Fowler, Charles III, Orlando (U. North Carolina 1956) 

Frederick Albert Roland Jr., St. Petersburg (Harvard 
1961) 

Frey, Walter Willis, Miami (Harvard 1°60) 

Friedgood, Charles Edward, Brooklyn (Wayne U. 1946) 

Friedman, Gilbert Roy, Coral Gables (Tufts 1955) 

Fry, Willard Arthur, Chicago (Northwestern U 1959) 

Fulton, Kenneth Ervin, Vero Beach (U. Miami 1961) 

Gagliano, Theodore Edmund, Palm Harbor (Columbia P 
& S 1951) 

Garoni, William Joseph Jr., Decatur, Ga. (Emory 1961) 

Garrett, Roland Gravatt Jr., Amelia, Va. (M.C. Virginia 
1958) 


Gaub, Margaret Luise, Miami (U. Washingtcn 1960) 
Gentsch, Thomas Otto, Ccral Gables (Yale 1953) 
Gerson, Gordon Neil, Ccral Gables (Emory U. 1961) 


Gertler, Philip Ervin, Atlanta (Emory 1°61) 

Gessner, Ira Harecld, Gainesville (U. Vermont 1956) 

Gianos, Sam Nicholas, Miami (U. Miami 1°61) 

Gillespie, Walter Foster, Albany, Ga. (U. Missouri 1957) 

Glantz, William Morton, Philadelphia (U. Pennsylvania 
1955) 

Glenn, James Eugene, Jacksonville (U. Nerth Carclina 
1955) 





DO YOU HAVE... 


DO YOU HAVE... 


P. O. Box 2411 





A PAPER—OR A SCIENTIFIC EXHIBIT 
You would like to present at the Florida Medical Association’s Eighty- 
Eighth Annual Meeting, May 9-13, 1962, Bal Harbour? 
Scientific Paper—An abstract of 50 words 
should accompany application 
Exhibit— With application, send resume of 
subject and photograph or sketch 
Deadline for abstracts is November 20 


A HOBBY OR COLLECTION? 
Begin now to prepare your exhibit and notify us the space you will need. 
To be assured a place on the program, contact 
Committee on Scientific Work 





Jacksonville 3, Florida 
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LOMOTIL 


(brand of diphenoxylate hydrochioride with atropine sulfate) 


°K lowers motility 
*& controls diarrhea 


Lomotil brings prompt symptomatic control in diarrhea, either acute or chronic. 
Both pharmacologic and clinical evidence indicate that Lomotil selectively lowers 
the propulsive component of gastrointestinal motility without relaxing intestinal 
sphincters. So efficient is this action that studies in mice have shown Lomotil to be 
effectively antidiarrheal in one-eleventh the dosage of morphine. 
Such striking antidiarrheal activity strongly suggests that Lomotil is the drug of 
first choice for prompt and positive control of diarrhea. 


Dosage: The recommended initial dosage for adults is two tablets (2.5 mg. each) 
three or four times daily, reduced to meet the requirements of each patient as soon as 
the diarrhea is under control. Maintenance dosage may be as low as two tablets daily. 
Lomotil is supplied as unscored, uncoated white tablets of 2.5 mg., each containing 
0.025 mg. of atropine sulfate to discourage deliberate overdosage. Recommended 
dosage schedules should not be exceeded. 


An exempt preparation under Federal Narcotic Law. 

Descriptive literature and directions for use available in G.D. SEARLE & CO. 
Physicians’ Product Brochure No. 81 from G. D. Searle & CHICAGO 80, ILLINOIS 
Co., P.O. Box 5110, Chicago 80, Illinois. Research in the Service of Medicine 
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Glick, Harold, Pittsburgh (U. Pittsburgh 1957) 

Goeller, Victor Russell Jr., New Orleans (Tulane 1954) 

Golder, Harold Kromer, Tampa (U. Colorado 1954) 

Goldman, Meyer Leo, Far Rockaway, N. Y. (U. Mary- 
land 1933) 

Gonzalez, Joe Victor, Charleston, S.C. (U. Florida 1961) 

Gore, Tom Winfield, Durham, N. C. (Duke 1955) 

Grady, John L., St. Petersburg (Creighton U. M. S. 1960) 

Grahl, Arthur John, Rockledge (New York M.C. 1961) 

Green, Richard, New York (Johns Hopkins 1961) 

Green, Robert, Palm Beach (Duke 1960) 

Green, Robert Lee Jr., Durham, N.C. (Hahnemann 1946) 

Gresham, Jack Lewis, Orlando (U. Miami 1961) 

Griner, Joseph Howard, Decatur Ga. (Emory 1956) 

Gross, Bernard, Birmingham, Ala. (U. Lausanne 1960) 

Grossman, Stanley Lawrence, Jacksonville (St. U. New 
York 1954) 

Gruendel, Donald Peter, Tampa (Loyola 1954) 

Guiney, Edwin Wesely, Canton, Mass. (Western Reserve 
1954) 

Hamilton, Edwin Harvey, (Col.) Dayton, Ohio (Meharry 
1959) 

Hampton, James E., Murfreesboro, Tenn. (U. Tennessee 


1954) 

Hatcher, William Wade, Memphis, Tenn. (U. Tennessee 
1959) 

Havens, William Orvil, West Palm Beach (U. Texas 
1960) 

Hayes, Robert Lee Jr., Orlando (M.C. Alabama 1960) 

Heine, Melvin Wayne, Gainesville (Duke 1958) 

Hendrix, Vernon Johnston, Atlanta, Ga. (Emory 1957) 

Henry, Walter John, New York (New York M.C. 1952) 

Hill, Hugh M., Gainesville (Johns Hopkins 1952) 

Himmel, Marvin, Miami (U. Western Ontario 1956) 

Hines, Robert Bruce, Uhrichsville, Ohio (Ohio State 
U. 1940) 

Hoffman, William Perry, Fort Carson, Colo. (U. Roches- 
ter 1956) 

Hoffner, Burton Paul, Forest Hills, N.Y. (New York 
M.C. 1961) 
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Hoopingarner, Newman Avery, Philadelphia (New York 
U. Coll. Med. 1945) 

Horne, Hoyt, Jackson, Miss. (U. Florida 1961) 

House, Edwin Keenan Jr., Gainesville (U. Florida 1961) 

Howell, George Washington, Fulton, Miss. (U. Missis- 
sippi 1958) 

Hudson, Richard Carl, Miami (Ohio State U. 1959) 

Jacobson, Sanford, Miami (U. Miami 1961) 

Jerkins, Henry Robert Jr., (Col.) Miami (Howard U. 
1946) 

Johnson, John Walter Carlysle, Baltimore (U. Virginia 
1953) 

Jones, Carlton Edward, Dunedin (M.C. Georgia 1953) 

Judd, Allyn Francis, Whitesburg, Ky. (U. Maryland 
1947) 

Kahn, Alvin Jerome, Elizabeth, N. J. (Bowman Gray 
1946) 

Kane, Murray Lee, Miami Beach (U. Miami 1961) 

Kaplan, Arnold Aaron, Miami (U. Illinois 1960) 

Katibah, Edmund Mitchell, Jacksonville (Emory 1961) 

Katz, Aaron Simeon, Miami Beach (Ohio State 1960) 

Katz, Henry Edward, St. Petersburg (Sch. Med. Royal 
Col. Edinburg 1942) 

Katz, Jack Leon, Miami (Albert Einstein Coll. Med. 1960) 


Kaufman, Herbert Edward, Brighton, Mass. (Harvard 
M.S. 1956) 

Keeler, Priscilla Anne, Birmingham, Ala. (M. C. Ala- 
bama 1960) 


Kirschenbaum, M. Barry, Chicago (U. Chicago 1957) 
Kleit, Stuart Allen, Indianapolis (U. Florida 1961) 
Knight, Jimmie Harris, Pensacola (U. Miami 1961) 
Knight, Wallace Archibald, Vero Beach (U. Buffalo 1957) 
Krestow, Victor Philip, Atlantic Beach, N. Y. (St. U. 
of New York 1961) 
La Mure, David Sylvester, Miami (St. Louis U. 1960) 
Langhorne, William Henry, New Orleans (Tulane 1957) 
Langston, Randall Autrey, N. Charleston, S. C. (U. 
Miami 1961) 
Laplatney, Donald Robert, Jacksonville (U. Buffalo 1960) 
Ledbetter, Jesse Rayburn, Pensacola (Tulane 1954) 





E. M. Pepper, M. D., New York, N, Y. 


Anesthesiology 

Edward P. Cawley, M. D., Charlottesville, Va. 
Dermatology 

Julian M. Ruffin, M. D., Durham, N. C. 


Gastroenterology 

Carroll L. Witten, M. D., Louisville, Ky. 
General Practice if 

Howard J. Jones, Jr., M. D., Baltimore, Md. 
Gynecology 

Thomas M. Durant, M. D., Philadelphia, Pa. 
Internal Medicine 

Maxwell M. Wintrobe, M. D., Salt Lake City, Utah 
Internal Medicine : 

Bernard J. Alpers, M. D., Philadelphia, Pa, 
Neurology 

Ralph C. Benson, M. D., Portland, Ore. 
Obstetrics 


_Announcing The Twenty-Fifth Annual Meeting 
THE NEW ORLEANS GRADUATE MEDICAL ASSEMBLY 
Conference Headquarters — Roosevelt Hotel 
March 12, 13, 14, 15, 1962 


GUEST SPEAKERS 


SPECIAL WEDNESDAY NIGHT GUEST 


Lectures, symposia, clinicopathologic conferences, round-table luncheons, medical 
motion pictures, technical exhibits, and entertainment for visiting wives. 


(All-inclusive registration fee — $20.00) 

THE CLINICAL TOUR TO THE EASTERN MEDITERRANEAN VISITING PARIS, 
ATHENS, RHODES, CAIRO, LUXOR, JERUSALEM AND TEL AVIV 
Leaving March 16 via air and returning April 6, 1962 
(Optional extensions may be arranged) 


For information concerning the Assembly meeting and the tour write 
Secretary, Room 105, 1430 Tulane Avenue, New Orleans 12, La. 


Victor A. Byrnes, M. D., St. Petersburg, Fla. 
a gy 4 4 

John H. Moe, M. D., Minneapolis, Minn. 
Orthopedic Surgery 

Albert C. Furstenberg, M. D., Ann Arbor, Mich. 
Otolaryngology 

Jeff Minckler, M. D., Denver, Colo. 


Pathology 

Lewis L. Coriell, M. D., Camden, N. J. 
Pediatrics 

Robert D. Moreton, M. D., Fort Worth, Texas 
Radiology 

John H. Mulholland, M. D., New York, N. Y. 
Surgery Mi 

Owen H. Wangensteen, M. D., Minneapolis, Minn. 
Surgery 

John L, Emmett, M. D., Rochester, Minn. 
Urology 
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The Dictionary defines a cornerstone as something of 


fundamental importance, just as Pil. Digitalis, (Davies, Rose) 





and Tablets Quinidine Sulfate Natural (Davies, Rose) are of 
a fundamental importance in treating your cardiac patients. These. 


preparations represent 60 years of experience and dependability 







in the manufacture of pharmaceuticals. 


Pil. Digitalis (Davies, Rose), 0.1 Gram (approx. 1! grains) 









which comprise the entire properties of the leaf, provide a 






dependable and effective means of digitalizing the cardiac 









_ patient, and of maintaining the necessary saturation. 






are alkaloidally assayed and standardized, insuring uniformity 
: _and therapeutic dependability. Each tablet is scored for the . 
convenient administration of half dosages. < se 
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Rhian, 


Manufacturing Company 


OR:tHOPEDIC AND OTOLOGICAL INSTRUMENTS 


The new 1961 Richards orthopedic cata- 


log is now available. 


If you would like to have a copy, please 
drop a card to your local Richards distrib- 


utor. 


Hank Bengtson 


P. O. Box 369 


Ocala, Fla. 








Why do so many pension planners 
follow the leader ? 


My company writes far more individual policy 
pension plans for businesses than any other 
company in the country. There are good rea- 
sons for this leadership. Many of them are 
applicable to personal pension planning as 
well. New England Life’s plans are unusually 
flexible; the Company's investment yield is ex- 
cellent; the depth of knowledgeable personnel 
both in the Home Office and on the locai lev- 
el is impressive. Now that personal pension 
planning is a matter of deep interest to you, 
may | help you? 


I. M. Sulzhacher 


1609 Barnett Bank Building 


Jacksonville, Florida Elgin 3-8603 


To help you plan now for the years ahead 


NEW ENGLAND LIFE 


NEW ENGLAND MUTUAL LIFE INSURANCE COMPANY, 
FOUNDER OF MUTUAL LIFE INSURANCE IN AMERICA IN 1835. 
ALL FORMS OF INDIVIDUAL AND GROUP LIFE INSURANCE, 
ANNUITIES AND PENSIONS, GROUP HEALTH COVERAGES. 
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Lee, William Harrell, Augusta, Ga. (Emory U. 1954) 

Lerman, Stuart, Miami (U. Illinois 1960) 

Lev, Daniel M., Brooklyn (Vanderbilt 1961) 

Levine, Alan Samuel, St. Petersburg (U. Miami 1961) 

Litowitz, Norman Stanley, San Francisco (Northwestern 
1961) 

Livingston, Robert Michael, New York (Yale 1961) 

Locicero, Felix, Tampa (U. Miami 1960) 

Loev, Marvin, Orlando (U. Pennsylvania 1959) 

Lovegrove, Robert Harry, Wayne, Mich. (U. Michigan 
1959) 

Lubin, Martin Isadore, Miami Beach (U. Miami 1961) 

Ludwig, William Michael, New York (New York U. 
1961) 

Lybass, Tillinghast Goethe, Jacksonville (Duke 1961) 
adry, James Thomas, Augusta, Ga. (M. C. Georgia 
1958) 

Malawer, Sidney Joel, Gainesville (U. Chicago Med. 

Sch. 1960) 

Mann, Milton Bernard, Eglin AFB (U. North Carolina 


1956) 
Markham, Charles Whitlow, Tampa (Washington U. 


1955) 

Martin, Gilbert Adrian, Jr., Haddonfield, N. J. (Jefferson 
1954) 

Martz, Willard Harry, Miami Beach (Temple U. 1960) 

Mase, Darrel Jay Jr., Gainesville (U. Miami 1961) 

Mason, John Franklin Jr., Mobile, Ala. (U. Florida 
1961) 

Massaro, Angelo, Miami (U. Miami 1961) 

Masters, Leonard Eugene, Jacksonville (U. Miami 1961) 

Mazzarella, John A., Miami (Cornell 1958) 

McCloy, Dixon Ross, Monticello, Ark. (U. Arkansas 
1951) 

McClure, Harold McKinley, Coral Gables (Northwestern 
U. 1929) 

McCurdy, Charles Milton, Charleston, S. C. (U. Florida 
1961) 

McCutcheon, Ernest Parrish, St. Petersburg (Duke 1959) 

McDermott, John Francis Jr., Ann Arbor, Mich. (New 
York M.C. 1955) 

McGlamory, James Clayton, Jacksonville (U. Florida 
1961) 

McGough, Edwin Clifford, Miami (Tulane U. 1961) 

McKee, William Ford Jr., Rockville, Md. (U. Virginia 
1959) 

Mergenthaler, Dean Dana, Miami Beach (Jefferson M. 
C. 1960) 

Merritt, Francis Lincoln Jr., Bethesda, Md., (Yale 1951) 

Meyer, John Edward, St. Petersburg (U. Miami 1961) 

Miles, Eunice Barbara, Fort Lauderdale (New York U. 
1953) 

Miller, David Herman, Orange, Va. (M. C. Virginia 
1946) 

Miller, Frank Richard, Decatur, Ga. (Emory 1961) 

Mills, Herbert Robin, Ponce, Puerto Rico (U. Miami 
1961) 

Milman, Leroy, Opa Locka (U. Miami 1961) 

Moffitt, Lloyd Vincent Jr., West Palm Beach (U. Miami 
1961) 

Monson, Donald Malvin, Ft. Jackson, S. C. (U. Wis- 
consin M. S. 1955) 

Moore, Paul Harold, Gainesville (U. Mississippi 1959) 

Moraca, John Idolo, Miami Beach (U. Pittsburgh 1959) 

Muniz, Antonio Manuel, Jacksonville (U. Miami 1961) 

Munoz, Hernando, Tallahassee (Natl. U. Columbia 1950) 

Muntz, Keith Stickler, Rochester, Minn. (Western Re- 
serve 1955) 

Myers, William George, Bethel Park, Pa. (U. Pittsburgh 
1956) 

Newman, Lawrence Emanuel, Los Angeles (U. Miami 
1961) 

Norris, Virgil Croom, (Col.) Tallahassee (Meharry M. C. 
1959) 

Northcott, Eugene Francis, Miami (U. California 1960) 

Overstreet, Troy Elkin, Coral Gables (U. Miami 1961) 

Patterson, Matthew Charles, Clearwater (U. Florida 
1961) 

Peacock, William Franklin III, Bartow (Emory 1961) 


(Continued on page 479) 
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eler, Robert George, Jacksonville (Johns Hopkins 

1955) 

ilar, Donald Hobart, Miami Beach (U. Chicago 1959) 

ndergrass, Lloyd Herbert, Orlando (U. Louisville 1960) 

rkins, Haven Meade, Gainesville (U. Louisville 1943) 

rlman, Morton Allan, Chicago (U. Miami 1961) 

rrine, George Alden Jr., Columbus, Ohio (U. Florida 

1961) 

ter, Charles Scudder Jr., Mobile, Ala. (Tulane 1954) 

terson, Norman Doan, Hallandale (Johns Hopkins 

1961) 

Pickering, Michael Joseph, Gainesville (U. Florida 1961) 

Pirkle, Thomas Nelson, Jacksonville (M.C. Georgia 
1956) 

Piatock, Gerald Marvin, Jacksonville (M.C. Georgia 1956) 

Pooley, Robert Earl, Miami (St. U. New York 1960) 

Powell, James Whitlow, Nashville, Ga. (Emory 1961) 

Pruett, Don Shelby, Miami (Missouri U. 1960) 

Pulver, Sydney Earl, Media, Pa. (U. Pennsylvania 1953) 

Punches, James Gilbert, Miami (Ohio St. Med. Sch. 
1956) 

Purvis, William Edmond III, Clearwater (Western Re- 
serve U. 1945) 

Quillian, Warren Wilson II, Coral Gables (Emory 1961) 

Radzimski, Eugene Henry, Kenmore, N. Y. (U. Buffalo 
1941) 

Rahaim, John Joseph, Jacksonville (U. Miami 1961) 

Randolph, John William, Orlando (U. Miami 1961) 

Ramsey, Howard Wayne, Gainesville (U. Florida 1961) 

Raszus, George Charles, Sherman Oaks, Calif. (Wayne 
State U. 1953) 

Ravel, Richard, Miami (Columbia Col. Phys. & Surg. 
1960) 

Rayman, Russell Barry, Miami Beach (U. Michigan 
1961) 

Reed, Ralph Eugene, Portsmouth, Va. (U. Miami 1961) 

Reese, Owen Jr., Decatur, Ga. (Duke U. 1957) 

Resnik, Sorrel, Miami (Vanderbilt 1961) 
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Rissier, Herbert Leon Jr., Riviera Beach (U. Basel, 
Basel Switzerland 1959) 

Robbins, James Elbert, Gainesville (Emory U. 1960) 

Roberson, Clive Ervin, Palatka (Duke U. 1961) 

Rodriguez, Fernando, Hialeah (U. Puerto Rico 1955) 

Roginsky, Alan, Cleveland (Western Reserve U. 1956) 

Roginsky, Martin Sydenkam, Scarsdale, N. Y. (Western 
Reserve U. 1958) 

Rowland, John Henry Jr., Miami (New York 1956) 

Ryon, Robert Judson, Coral Gables (U. Miami 1961) 

Salmon, David Lee Jr., St. Petersburg (U. Florida 1961) 

Sammons, Billy Proctor, Hot Springs, Ark. (Tulane U. 
1952) 

Sanchez, Joe Jr., Greensboro, N. C. (U. Florida 1961) 

Sanders, Roma John Jr., Indianapolis (U. Miami 1961) 

Sapp, Edgar Wilber, Orlando (U. Florida 1961) 

Savage, Dorothy Louise, Vero Beach (New York M. C. 
1953) 

Savin, Ronald Clifford, Coral Gables (U. Florida 1961) 

Sbar, Sheldon, Miami Beach (U. Florida 1961) 

Scanlon, Wilson George, Jacksonville (Long Island Col. 
Med. 1941) 

Scheib, Ronald Joseph, Los Angeles (U. Miami 1961) 

Schoenfeld, Eugene Leonard, Coral Gables (U. Miami 
1961) 

Schulman, Stephen Alan, Miami (U. Miami 1961) 

Schultz, Richard Dwayne, Miami (Missouri 1960) 

Schwartz, John Theodore, Norfolk, Va. (Jefferson 1955) 

Schwarz, George Carl, Gainesville (Duke 1960) 

Scott, John Sewell, Orlando (London 1947) 

Seinfeld, Barry Melvin, Miami (Miami 1961) 

Shafron, Richard David, Miami (Northwestern 1961) 

Shames, Jay Morton, Orlando (Tulane 1961) 

Shannon, Gordon James, Detroit (U. Miami 1961) 

Shiflet, Robert Edwin, Orlando (Georgia 1943) 

Shries, Dana LeRoy Jr., Gainesville (U. Florida 1961) 

Siegel, George Jacob, Miami Beach (U. Miami 1961) 

Sierra, Manuel Anthony, Miami (Lausanne 1958) 

Silverman, Gilbert, Orlando (Bern, Switzerland 1960) 





ULTRASOUND 
combined with 
ELECTRICAL STIMULATION 


For those interested in combining electrical stimulation 
with ultrasound, the MS-300 Stimulator may be connected 
to the UT-400 Ultrasound unit, as illustrated. The treat- 
ment applicator serves as the active electrode for the 
stimulating current and at the same time as a transducer 


for ultrasonic energy. 


The patient experiences a stimulating skin sensation 
from the MS-300 current, but no sensation from the ultra- 


sound unless applied in excess dosage. 


The combination of electrical stimulation and ultra- 
sound can also be used to advantage in locating trigger 
areas when dealing with painful conditions. A trigger 


area chart will be furnished on request. 


The MS-300 has been approved by the Federal Com- 
munications Commission for use in conjunction with the 


Burdick UT--400 Pulsed Ultrasound unit. 


Individual prices: MS-300 $215; UT-400 $395; EKS-37 


stand $50. 


urgical 5 


1050 West Adams Street 
Jacksonville 3, Florida 
Telephone: ELgin 5-8391 





SUPPLY COMPANY 








FEATURING THE COMPLETE BURDICK LINE 
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Sitnick, Joseph Louis, Miami (Pennsylvania 1961) 

Skowron, Ralph Adrian, Miami Springs (Hahnemann 
1956) 

Smith, John Orson Jr., Atlanta, Ga. (Emory 1956) 

Smith, Leon George, West Palm Beach (Georgetown 
1956) 

Smith, Patrick Henry, Ocala (Georgia 1924) 

Sommer, David Abraham, Miami (Pennsylvania 1960) 

Sorsdahl, Oliver Allen, Gainesville (Florida 1961) 

Spitzer, Norman Charles, Jacksonville (Florida 1961) 

Sprehe, Daniel Joseph, Kansas City, Kan. (Oklahoma 
1957) 

Stampa, Julian Meinhard, St. Petersburg (Berlin 1945) 

Standard, Roger Alvie, Long Beach, Calif. (Med. Evang. 
1941) 

Stein, Sanford Wilbert, Forest Hills, N. Y. (New York 
M. C. 1960) 

Stevenson, Arthur James, New Philadelphia, Ohio (Cin- 
cinnati 1953) 

Stinebiser, James Henry, Cantonment (Miami 1961) 

Storter, Barry Mitchell, Naples (Miami 1961) 

Straub, Paul James, Miami (Miami 1961) 

Stuber, Roscoe Vernon, Anna Maria (Columbia 1953) 

Sussman, Howard Franklin, Miami Beach (Miami 1661) 

Swain, Francis McKamey, Fort Lauderdale (Louisville 
1942) 

Tagudin, Angel Leano, Miami (U. Santo Tomas 1952) 

Tankleff, Bert Norman, Hollywood (Marquette 1960) 

Tatum, Lucian Lafayette Jr., Nashville, Tenn. (Vander- 
bilt 1961) 

Taylor, Patrick Elsworth, Gainesville (Chicago 1954) 

Terrell, Charles Oliver, Tampa (Illinois 1960) 

Thompson, James Robert, Lake Worth (Temple 1952) 

Tomlinson, John Pitt III, Lake Wales (Emory 1961) 

Tubbs, Frederick Eugene, Tampa (Emory 1961) 

Vallee, Gerald Eugene, Detroit (Florida 1961) 

Vanderbeek, Richard Robbins, Tenafly, N. J. (Jefferson 
1958) 
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Varela, Fernando Luis, Chattahoochee (Havana 1951) 
Vega, Paul Joseph, Orlando (Louisiana State 1956) 
Venis, George Theodore, Miami (Miami 1961) 
Verity, Gordon Lloyd, Gainesville (Michigan 1954) 
Verwoerdt, Adriaan, Durham, N. C. (Amsterdam 1952) 
Vroom, Frederic Quinby, Lakeland (M.C. Alabama 1961) 
Waltzer, Arthur Kenneth, Nashville, Tenn. (Vanderbilt 
1961) 
Ward, Walter Chalmers, Winter Park (Med. Evang. 1960) 
Warshaw, Joseph Bennett, Miami (Duke 1961) 
Weathers, William Jr., Rome, Ga. (Miami 1961) 
Weiss, Edward Ronald, Miami (Miami 1961) 
Welch, Richard Burke, West Palm Beach (Florida 1661) 
Wells, Thomas Leon, Gainesville (Vanderbilt 1956) 
Weseley, Stephen Arthur, Brooklyn (St. U. New York 
1961) 
Westra, Pier, Minneapolis (Utrecht, Holland 1953) 
White, Elga Bryan, West Palm Beach (Miami 1961) 
White, Melvin Jeffrey, Tampa (Louisville 1953) 
Whitehead, Craig Arthur, Fort Lauderdale (Miami 1961) 
Whitehurst, William Westwood, Land O’Lakes (M. C. 
Virginia 1958) 
Wholey, Mark Henry, Charleston, W. Va. (Hahnemann 
1953) 
Wilson, Charles Melvin, Gainesville (Miami 1961) 
Wilson, John Lewis, Decatur, Ga. (Emory 1961) 
Wirth, Wolfgang August, Norfolk, Va. (Frankfurt, Ger- 
many 1955) 
Wisoff, Bernard George, Atlantic Beach, N. Y. (New 
York U. 1954) 
Woodard, Otis Jack Jr., Hialeah (M.C. Georgia 1957) 
Wunderlich, Warren Arthur, Miami (Illinois 1°60) 
Wynn, Ralph Matthew, New York (New York U. 1954) 
Yale, Charles E., Cincinnati (Western Reserve 1955) 
Zeitler, Robert Gerald, Palm Harbor (Washington 1955) 
Zubero, Jose Lopez, Jacksonville (Zaragoza, Spain M. 
S. 1954) 


PROFESSIONAL LIABILITY 
INDIVIDUAL INSURANCE 


with proficient defense 


that cuts 


the cost 


CJOMPANY: 


Wore WZveee, Spe 


Professional Protection Exclusively since 1899 


MIAMI OFFICE: H. Maurice McHenry, Rep. 
149 Northwest 106th Street, Miami Shores 
Tel. Plaza 4-2703 
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For evoripa 


PHYSICIANS AND SURGEONS 


PROFESSIONAL LIABILITY INSURANCE 


Recommended by 


FLORIDA MEDICAL ASSOCIATION 


An Association Sponsored Plan 
With These Specific Advantages... 


AN IMMEDIATE 15% SAVING 
as compared to most companies— 
plus other advantages 


e A statewide coordinated program of aggressive defense of claims. 


A statewide informative program of claims prevention. 


Close cooperation between the insurance company and your Association in the 
investigation and defense of claims. 


e A potential cost saving through long term experience rating based upon the 
experience of Florida Physicians and Surgeons. 


Designed, approved, and recommended by the Florida Medical Association. 


Administration by Marsh & McLennan, Inc., administrator of other Association 
insurance programs. 


YOUR SUPPORT IS VITAL TO GAIN THESE BENEFITS. 


Apply to Underwritten by 
MARSH & McLENNAN, INC. Carolina Casualty Insurance Company 
950 South Miami Avenue Executive Offices 


Miami 32, Florida Jacksonville, Florida 
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THE DUVALL HOME W oman s Auxiliary 
for RETARDED CHILDREN 
Fall Conference and Board Meeting 

A home offering the finest custodial care with a Helping Hands 
happy home-like environment. We specialize in the 
care of infants, bed-ridden children and Mongoloids. Mrs. Harlan English, president of the Wom- 


an’s Auxiliary to the American Medical Associa- 
tion, was honored guest and featured speaker at 
the Fall Conference and Board Meeting of the 
Woman’s Auxiliary to the Florida Medical Asso- 
ciation which convened at the Cherry Plaza Hotel 
in Orlando, October 17 and 18. 
Mrs. English of Danville, Illinois, was in- 
° stalled as president of the WAAMA at the June 
We Appreciate YOUR Patronage Convention in New York. Active for many — 
in the Auxiliary, she has served as president of 
both her county and state auxiliaries. She has 
also served as treasurer, director, and second vice 
president of the National Auxiliary. She has been 
identified with a number of civic and health or- 
ganizations in Danville, having served as a worker 
and in an executive capacity for the A.A.U.W., 
the Children’s Home of Vermillion, the Red 
Cross, Day Nursery and the Lake View Hospi- 
tal Auxiliary. Her husband, Dr. Harlan English 
is a noted urologist and an Illinois delegate to 
the AMA. Dr. and Mrs. English are both dedi- 


M di IS | C cated, untiring workers in their community and 
e Ica up p y omp any were honored for their service by being named 


For further information write to 
MRS. A. H. DUVALL GLENWOOD, FLORIDA 














JACKSONVILLE ORLANDO Danville’s “Man and Woman of the Year” in 
4539 Beach Blvd. 1511 Sligh Blvd. 1950. 
Telephone FL 9-2191 Telephone GA 5-3537 Addressing the Board members and guests at 
GAINESVILLE the Continental Breakfast on Tuesday morning, 
en See ae Mrs. English spoke from the many years of her 
Telephone FR 6-8286 . ae hat d : 
Sr. P T experience and the deep conviction that doctor's 
T. FETERSBURG AMPA ° ° one ° ° 
a unique position in their commu- 
2032 2nd Ave., S. 1513 Grand Central Ave. | “/V® Occupy @ unidiie P ' 
nity from which they can exert enormous in- 
Telephone 7-1914 Telephone 8-6038 ; ~ 
fluence for good. She pointed out that “far too 








BRAWNER’S SANITARIUM, tne. 


(Established 1910) 
2932 South Atlanta Road, Smyrna, Georgia 


FOR THE TREATMENT OF PSYCHIATRIC ILLNESSES 
AND PROBLEMS OF ADDICTION 


Approved by Central Inspection Board of American 
Psychiatric Association and the Joint Committee 
on Accreditation 
Jas. N. BRAWNER Jr., M.D., Medical Director Atoysius I. Miruer, M.D. 
Phone HEmlock 5-4486 
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mz iy of us are members of churches, charitable 
an. civic organizations in name only. We are 





fin _ncial contributors or dues paying members . 

: ; : a HATEVER your first requi- 
wh» give little service and less thought to policies sites may be, we always 
developed or to the eventual outcome of courses endeavor to maintain a 


standard of quality in keeping 


of action taken by them.” a é 
with our reputation for fine qual- 


Mrs. English asked that we re-examine our- ity work — and at the same time 
selves as members of the groups to which we provide the service desired. Let 
bei:ong—and to put our knowledge, understanding, CONVENTION Press help solve 

é : ; your printing problems by intelli- 
services and voice along with our names on the gently assisting on all details. 


rolls. TO GIVE A HELPING HAND. To be a 
member in truth, with a concern and interest in 
every phase of their work. And, if necessary, to 
raise our hands in warning that “loss of individ- PUBLICATIONS yz BROCHURES 
ual responsibility, self reliance and the right to 
choose will ultimately result in the loss of free- 
dom.” 

Setting a goal for Community service, Mrs. CONVENTION 
English urged that we “Let the helping hands of PRE SS 
the doctor’s wife reflect and enrich the dedicated 
service which the physician husband gives in 
each community.” 


QUALITY BOOK PRINTING 


218 WesT CHURCH ST. 
JACKSONVILLE, FLORIDA 











Mrs. Rocer E. PHILLIPS 
CORRESPONDING SECRETARY 




















HIGHLAND HOSPITAL, INC. 


FOUNDED IN 1904 
ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 








A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, 
psychotherapy, occupational and recreational therapy—for nervous and méntal disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. : 

The OUT-PATIENT CLINIC offers diagnositc services and therapeutic treatment for selected cases desiring 
non-resident care. 

Rosert L. Cratc, M.D. Joun D. Patron, M.D. 


R. Cmarman Carrot, M.D. 
Associate Medical Director Clinical Director 


Medical Director 
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because patients are more than arthritic joints... 
controlling inflammatory symptoms is frequently not enough! 


Even cortisone, with its severe hormonal reactions, can effectively control inflammatory and rheuma- 
toid symptoms. But a patient is more than the sum of his parts — and the joint is only part of a whole 
patient. Symptomatic control is but one aspect of modern corticotherapy, because what is good for the 
symptom may also be bad for the patient. 
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DOCTOR’S OFFICE: Ultra modern—designed 
specifically for M.D. Air-conditioned and heated, 1,100 
sq. ft. Separate entrance. Ground floor. Ideal location 
in North Dade. A. Moser, D.D.S., 14750 N.W. 7th 
Ave., Miami, Fla. Phone MU 1-8121. 


ASSOCIATE WANTED: To join two physicians in 
well-established Internal Medicine and GP practice in 
North Miami area. Modern hospitals, schools, churches. 
Write 69-452, P. O. Box 2411, Jacksonville, Fla. 








FOR SALE: Beautiful stainless steel wall cabinet. 
84” long by 36” high by 12” deep, at fraction of cost. 
Albert S. Lasky, M.D., 1812 Hillview St., Sarasota, Fla. 





BOOK REVIEWS 








Cardiovascular Dynamics. By Robert F. Rush- 
mer, M.D. Ed. 2. Pp. 503. Illus. 264. Price $12.50. 
Philadelphia, W. B. Saunders Company, 1961. 

This book was originally published under the title of 
“Cardiac Diagnosis: A Physiologic Approach.” Extensive 
revision, enlargement and reorganization in this second 
edition have resulted in a compact presentation of both 
normal and altered cardiovascular reactions. 

This volume presents a comprehensive, progressive pic- 
ture of the basic properties, functional anatomy, normal 
physiological reactions and reactions modified by disease 
states of the cardiovascular system. This is a book which 
will afford the medical student, graduate student and 
practitioner an excellent opportunity to learn and/or 
review the theories and laws of cardiovascular dynamics. 
Uncomplicated illustrations are freely used, and reference 


lists appear complete. 
William J. Overman, M.D. 


Relief of Symptoms. By Walter Modell, M.D., 
F.A.C.P. Ed. 2. Pp. 375. Illus. 5. Price $11.50. St. 
Louis, The C. V. Mosby Company, 1961. 

The excellence of this book is shown by the fact that 
it is in its second edition. Although Dr. Modell starts 
out in his preface indicating that this is principally a 
discussion of treatment of symptoms, let no one mis- 
understand that this book is not a scholarly and critical 
presentation of drug therapy. Dr. Modell is extremely 
well qualified to handle this subject, being Director of 
Clinical Pharmacology and Associate Professor of Phar- 
macology at Cornell University, as well as attending phy- 
sician at one of the Veterans Administration Hospitals 
in New York, and associate visiting physician at Bell- 








487 


evue Hospital. He is also a member of the General Com- 
mittee on revision of the United States Pharmacopeia 
XVII, and Editor of Clinical Pharmacology and Thera- 
peutics. This book is highly recommended to all physicians 
starting in practice. It is as up-to-date as any book can 
be, with the rapid advances of new drugs in the field 
of therapeutics. It is critical and evaluates old drugs and 
new drugs in their proper perspective. Physiology and 
pharmacology are briefly and coherently discussed, and 
at the end of each chapter a concise summation is pres- 
ent. The last chapter, the thirty-second, on Cortisone and 
maximum of symptoms, is excellent- and well worth 
reading. To sum it up, in Dr. Modell’s words: “This 
book is highly recommended as a critical evaluation of 
symptoms and their treatment by new and old drugs. 
It is not just a symptomatic treatment book but a 
discussion in concise form of basic pharmacology in only 
its practical aspects, based on the symptoms that the 
patient consults a doctor for and complains of.” Again 
this book is highly recommended to all physicians starting 
out in practice, to interns, and to medical students, and 
is a useful book for the physician who has been in 
practice for many years and still likes to be a little 
critical of the value of new and old drugs. 

Addison L. Messer, M.D. 


Adrenergic Mechanisms. Edited by G. E. W. 
Wolstenholme, O.B.E., M.A., M.B., M.R.C.P., and Maeve 
O’Connor, B.A. Pp. 595. Price $12.50. Boston, Little, 
Brown and Company, 1960. 

This international symposium on adrenergic mechan- 
isms, sponsored by the Ciba Foundation, includes a host 
of highly technical communications covering a multitude 
of research interests from the formation and inactivation 
of adrenergic transmitters to the thought-provoking fact 
that the human brain and the liver fluke are about equal- 
ly productive in producing cycloadenylic acid, and the 
“exciting story of the release of catechol amines by 
tyramine.” For the serious student of adrenergic mech- 
anisms, this volume represents the harvest of facts and 
theories of the most productive workers in this special 


field. 
Earl M. Spaulding, M.D. 


A Manual Of Cutaneous Medicine. By Donald 
M. Pillsbury, M.A. D.Sc. (Hon.), M.D. F.A.CP. 
Walter B. Shelley, M.D., Ph.D., F.A.C.P., and Albert 
M. Kligman, M.D., Ph.D. Pp. 430. Illus. 234. Price $9.50. 
Philadelphia, W. B. Saunders Company, 1961. 

This is another outstanding work from three well 
known writers in the field of dermatology. Although the 
authors refer to their book as a “manual,” it is con- 
siderably more comprehensive than the word implies. It 
is likewise more than just a shortened version of the 
longer work published in 1956. The sections on phys- 
iology, chemistry, and anatomy ot the skin, although 
fairly brief, contain a wealth of concise material. The 
book is almost equally divided between text and graphic 





MIAMI MEDICAL CENTER 


P. L. Donce, M.D. 
Medical Director and President 


1861 N.W. South River Drive 
Phones 2-0243 — 9-1448 


A private institution for the treatment of ner- 
vous and mental disorders and the problems of 
drug addiction and alcoholic habituation. Mod- 
ern diagnostic and treatment procedures—Pscho- 
therapy, Insulin, Electroshock, Hydrotherap 
Diathermy and Physiotherapy when indicated. 
Adequate facilities for recreation and out-door 
activities. Cruising and fishing trips on hospital 
yacht. 

Information on cos 
Member American Hospital Association \ 
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Day and night- 
less wheezing, 
coughing, labored 
respiration in 
chronic bronchitis 
and emphysema 


New Isuprel Compound Elixir is a bal- 
anced expectorant bronchodilator. It 
contains potassium iodide to promote ex- 
pectoration and relieve dry cough. Its 
three bronchodilators, Isuprel, ephedrine, 
and theophylline, keep bronchi continu- 
ously dilated. Luminal is included to ne- 
gate possible side effect from adrenergic 
medication and to provide very mild 


sedation for the patient. 


? 
New Isuprel Compound Elixir alleviates 


symptoms...prolongs relief in chronic 
bronchitis and emphysema. 

Each good-tasting vanilla-flavored tablespoon 
(15 cc.) contains: 

Isuprel® (brand of isoproterenol) HCl... 2.5 mg. 


Ephedrine sulfate ............ssseeeees 12 mg. 
Theophylline .......ccccscccccceccsecs 45 mg. 
Potassium iodide ............+0++eeeee 150 mg. 
Luminal® (brand of phenobarbital) ...... 6 mg. 
PE no sicciccccwcescvcevcsecsescews 19% 


Adult Dose: 2 tablespoons 3 or 4 times daily. 
How Supplied: Isuprel Compound Elixir is sup- 
plied in bottles of 16 fi. oz. 


New 


ISUPREL 
ELIXIR 


. 
iithnop LABORATORIES 
New York 18, N.Y. 


ISUPREL ANDO LUMINAL, TRADEMARKS REG. U. S. PAT, OFF. 
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m -erial. Although no color plates are presented, the 
b! -k and white photographs are above average, and 
pe sibly superior to many color plates which in some 
be ks are often old and photographically outdated. Non- 
de matologists will be gratified to know that Latin termi- 

nc ogy and eponyms are avoided wherever possible. 
Although written primarily for the practicing phy- 
sic an with emphasis on the more common skin disorders, 
th bock is comprehensive enough to be of considerable 
ve ue to the student and intern. The skin diseases are 
grouped and classified by etiology wherever possible. 
Morphology, distribution and differential diagnosis are 
of-en listed, or presented in summary form. Perhaps the 
m. st outstanding part of the book, and the most valuable 
to the general practitioner, is the concise and accurate 
summary of the indications, expected results, and hazards 
of corticosteroid therapy, both systemic and topical. This 
is presented in chart form with effectiveness and justi- 
fication for use in most of the common skin disorders. 
This section alone should justify the purchase of the 

beok by anyone engaged in treating skin disease. 
W. E. Ryle, M.D. 


Childbirth with Hypnosis. By William S. Kroger, 
M.D., edited by Jules Steinberg. Pp. 216. Price, $3.95. 
Garden City, N. Y., Doubleday & Company, Inc., 1961. 

Written by a noted obstetrician and a pioneer in the 
field of hypnosis in childbirth, this book is the first 
authoritative introduction to this important new advance 
in obstetrics. It is a complete guide to what the expectant 
mother will experience—from the first visit to the doctor, 
through her pregnancy, to the delivery of her child— 
with hypnosis. The author discusses the background, tech- 
nique, and advantages of using hypnosis in childbirth. 


Handbook of Pediatrics. By Henry K. Silver, 
M.D., C. Henry Kempe, M.D., and Henry B. Bruyn, M.D. 
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Ed. 4. Pp. 374. Price 3.50. Los Altos, Calif., Lange Medi- 
cal Publications, 1961. 

The new edition of this well accepted reference hand- 
book of pediatrics is more comprehensive than before, 
encompassing practically all aspects of pediatric practice. 
One is impressed with the up-to-date changes in ccn- 
cepts which have been included in the interim two years. 
As now revised, I believe this represents one of the best 
of such short-hand references. 

It would seem that the section on fluid therapy cou!d 
be simplified and more appropriately stress the principles 
of fluid replacement in infants and children. This editicn, 
however, serves a real need and purpose adequately when 
amplified by more basic references of therapeutics. If 
one is aware of its limitations, the text deserves a place 


on the reference shelf. 
Reed Bell, M.D. 


Resuscitation of the Newborn Infant: Principles 
and Practice. Edited by Harold Abramson, M.D. Pp. 274. 
Illus. Price, $10.00. St. Louis, The C. V. Mcsby Com- 
pany, 1960. 

The 24 medical contributors to this treasury of infor- 
mation are all members of the Special Committee on 
Infant Mortality of the Medical Society of the County 
of New York. They each have exquisitely measured a 
most stimulating potion to this volume of literary tonic. 
The contents are not merely a smattering of learning but 
instead a combined epitome of experimental and practical 
knowledge regarding respiratory distress seen in the in- 
fant. Previously there had been no definitive program to 
prevent abnormal states of neonatal respiration, because 
those concerned had been distracted with the clinical 
aspects of pregnancy. Only of late has the pediatrician 
realized the importance of knowing the problems encoun- 
tered by the obstetrician regarding the contents of the 
gravid uterus. Also only recently has the obstetrician be- 
come cognizant of the valuable services that his colleague 
the pediatrician may offer. Of course, the one who de- 





ASHEVILLE 


cence, drug and alcohol habituation. 


suite. 


Wm. Ray Griffin Jr., M. B. 
Robert A. Griffin , M.D 











APPALACHIAN HALL 


Etablished 1916 





An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, convales- 


Insulin Coma, Electroshock and Psychotherapy are employed. The Institution is equipped with complete 
oe facilities including electroencephalography and X-ray. 

ppalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all around 

anatt for health and comfort. There are ample facilities for classification of patients, rooms single or en 


For rates and further information write Appalachian Hall, Asheville, N. C. 


NORTH CAROLINA 


Mark A. Griffin Sr., M.D. 
Mark A. Griffin Jr., M.D. 
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‘Vheragran’ 


SQUIBB VITAMINS FOR THERAPY 


For your patients with infections or other illnesses 
who need therapeutic vitamin support. Each 
Theragran supplies the essential vitamins in truly 
therapeutic amounts: 


Vitamin A ....... 25,000 U.S.P. Units 
Vitamin D ........ 1,000 U.S.P. Units 


Thiamine Mononitrate. ......... 10 mg. 
sb eke ke ee OS 10 mg. 
PONE te 100 mg. 
a 200 mg. 
Pyridoxine Hydrochloride ........ 5 mg. 
Calcium Pantothenate .......... 20 mg. 
Co), re ore ear 5 mcg. 


Squibb Quality—the Priceless Ingredient 


‘Theragran’® is a Squibb trademark 


SQUIBB {up 


























© @nutrition...present as a modifying or complicat- 
. e ° e 5 1 
ing factor in nearly every illness or disease state9® 


1. Youmans, J. B.: Am. J. Med. 25:659 (Nov.) 1958 


C ardiac diseases “Who can say, for example, whether the patient chronically 
ill with myocardial failure may not have a poorer myocardium because of a moderate 
deficiency in the vitamin B-complex? Something is known of the relationship of vitamin 
C to the intercellular ground substance and repair of tissues. One may speculate upon 
the effects of a deficiency of this vitamin, short of scurvy, upon the tissues in chronic 


4 ”” 
disease. 2 9. Kampmeier, R. H.: Am. J. Med. 25:662 (Nov.) 1958. 


arthritis “Jt is our practice to prescribe a multiple vitamin preparation to patients 


with rheumatoid arthritis simply to insure nutritional adequacy .. .”* 
3. Fernandez-Herlihy, L: Lahey Clinic Bull. 11:12 (July-Sept.) 1958. 


digestive diseases Symptoms attributable to B-vitamin deficiency are com- 
monly observed in patients on peptic ulcer diets.* Daily administration of therapeutic 
vitamins to patients with hepatitis and cirrhosis is recommended by the National 


3] 5 4. Sebrell, W.H.: Am, J. Med. 25:673 (Nov.) 1958. 5. Pollack, H., and Halpern, S. L.: Therapeutic Nutrition, 
Research Council. National Academy of Sciences and National Research Council, Washington, D. C., 1952, p. 57. 


degenerative diseases “Studies by Wexberg, Jolliffe and others have indi- 
cated that many of the symptoms attributed in the past to senility or to cerebral arterio- 
sclerosis seem to respond with remarkable speed to the administration of vitamins, 
particularly niacin and ascorbic acid. These facts indicate that the vitamin reserve of 
aging persons is lowered, even to the danger point, more than is the case in the average 


4 9? 
American adult. s 6. Overholser, W., and Fong, T.C.C. In Stieglitz, E. J.: Geriatric Medicine, 3rd edition, J, B. Lippincott, Philadelphia, 1954, p. 264 


infe ctlous diseases Infections cause a lowering of ascorbic acid levels in the 


plasma; and the absorption of this vitamin is reduced in diarrheal states.” 7. coissmitn, 6 a. 
Conference on Vitamin C. The New York Academy of Sciences, New York City, Oct. 7 and 8, 1960. Reported In: Medical Science 8:772 (Dec.10) 1960. 


diabetes Diabetics, like all patients on restricted diets, require an extra source 
of vitamins.® “Rigidly limiting the bread intake of the diabetic patient automatically 
eliminates a large amount of thiamin from the diet....There is some evidence of 


interference with normal riboflavin utilization during catabolic episodes.’ 
8. Duncan G.G.: Diseases of Metabolism 4th edition W.B. Saunders, Philadelphia, 1959, p. 812. 9. Pollack, H.: Am. J. Med. 25:708 (Nov.) 1958. 


FOR FULL INFORMATION SEE YOUR SQUIBB PRODUCT REFERENCE OR PRODUCT BRIEF. 
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A COMPLETE BUSINESS SERVICE 


FOR THE MEDICAL 
AND DENTAL 
PROFESSIONS 


PM OF FLORIDA 


St. Petersburg, Florida 
Phone 7-6903 


Professional Management 


2) 


Sarasota, Florida 


« 6, 
ra % Phone 388-1604 
Z 
Since 1932 ° 
a - 
° 2 
? s 
© = 
— 


+, 
Siey, ANS ane 


Affiliates of Black & Skaggs Associates 


233 Fourth Avenue, N. E. 


ow May, 314B John Ringling Blvd. 



























psychotic and alcoholic problems.) 


Dr. JAMES ASA SHIELD 
Dr. GzorGE S. FULTZ, Jr. 
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serves the most merit, but receives the least, is ithe 
anesthesiologist. The text is presented on the concept that 
the newborn must not be treated in a fragmental manner 
by the various specialists but instead by the collective 
endeavors of the specialists in toto. The contents is syn- 
ergistically segregated into 17 chapters. One chapter is 
excitingly titled “The First Sixty Seconds of Life” and 
is concerned with direct observations of the newborn and 
the treatment administered for possible complication. It 
is apparent that every obstetrical delivery is an emergency 
until the baby has been safely adapted to its new environ- 
ment. All in all, the book is a story of resuscitation of the 
infant and will be appreciated by the general practitioner, 
the pediatrician and the anesthesiologist. 
Clifford C. Snyder, M.D. 


Key and Conwell’s Management of Fractures, 
Dislocations, and Sprains. By H. Earle Conwell, 
M.D., F.A.C.S., adn Gred C. Reynolds, M.D. Ed. 7. Pp. 
1153. Illus. 1227. Price, $27.00. St. Louis, The C. V. 
Mosby Company, 1961. 

In this seventh edition of this monumental work, Dr. 
Fred C. Reynolds, who was associated with Dr. J. Albert 
Key and who is now his successor as Professor of Ortho- 
pedic Surgery at Washington University School of Medi- 
cine, participates as co-author. This revision continues 
to stress the importance of looking upon the injured indi- 
vidual as a whole being and to emphasize selective injuries 
with sound methods used in their treatment. The book 
has been thoroughly revised. More detailed discussions of 
deceleration injuries and spinal disk involvement have 
been included. A discussion of treatment with the medul- 
lary nail has been presented, and indications for its use, 
based on thorough investigation, have been included. 
Also, the use of the hip prosthesis has been discussed. The 
text and illustrative material have been presented in such 
a way that the book will be of great use. 








TUCKER HOSPITAL, INC. 


212 West Franklin Street 


RICHMOND, VIRGINIA 


A private hospital for diagnosis and treatment of psychiatric and neurological 


patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic disorders, 


mood disturbances, social adjustment problems, involutional reactions and selective 


Dr. Wem M. TucKErR 
Dr. AMELIA G. Woop 
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